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I YOUR PATIENT IS IN NEED OF 
Vitamin B-Complex in a practical form 


PRESCRIBE 


VIBITON 


B. C. P. W. BRAND 
POTENT & PALATABLE 


VITAMIN B-COMPLEX 
useful in 


Vitamin deficiency resulting in symptoms of fatigue, 
anorexia and loss of weight, etc. 


VIBITON CONTAINS PER FLUID OUNCE : 
Vitamin B, (Thiamine Hydrochloride) 16.0 mg., Vitamin B, (Riboflavin) 4.0 mg., Vitamin B, 
(Pyridoxine) 2.0 mg.; Vitamin B,, 10.0 mcg., Cal. Pantothenate 12.0 mg., Choline Chloride 
60.0 mg., Methionine 250.0 mg., Nicotinamide 50.0 mg., Sodi Glycerophos 400.0 mg., Liver 
Extract (in terms of fresh liver) 80.0 G., Malt Extract qs. and Absolute Alcohol 15% v/v. 
25% extra quantities of Vitamin B,, B,, B, and Nicotinamide are added to 
compensate loss due to storage. 


Available in 4 oz. phial & 1 Ib. bottle 


BENGAL CHEMICAL :: CALCUTTA :: BOMBAY :: KANPUR 
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the single-dose 
dispensary treatment of malaria 


For patients partially immune, a single dose of 4 tablets of ‘Avloclor’ 
(0.6 gramme of base)* is rapidly effective in terminating the overt attack of 
malaria, whatever the species of parasite. 

‘Avloclor’ has a most powerful action against the asexual blood forms 
and detailed investigations and widespread use have failed to demonstrate 
the existence of resistant strains. 


scavioclor?® * Dosage recommended by :— 
W.H.O. Expert Committee on Malaria, 
CHLOROQUINE PHOSPHATE B.P.C. 5th Report No. 80. June, 1954. 38. 


‘ The Malarial Sub-Committee of the Colonial 
Packings: Tablets of 0.25 Gm. (=0.15 Medical Research Committee’s Recommen- 
Gm. base): Packets of 4 and containers dations on the use of antimalarial Drugs. 
of 10 and 500. Brit. Med. J. 1954, ii, 148. 


Literature and further information available on request : 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) 
PRIVATE LIMITED 
Calcutta Bombay Madras New Delhi 
Sole Distributors in India for 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., MANCHESTER =P 476 
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Trade Mark, 


A LEDERLE EXCLUSIVE 

AuREOMYCIN* SV provides, in a single dose, potent 
anti-infective action plus nutritional supplement- 
ation to hasten recovery and convalescence. 


AUREOMYCIN SV capsules available in bottles of 
8’s and 50’s~ 


...Each capsule is dry filled with powdered 


ingredients. 


... Dry filled capsules are rapidly and completely 


absorbed. 


. .. Contain no oily or pasty filling. 
... Each capsule completely sealed. 


Each capsule contains : 


Chlortetracycline Hydrochloride .....................250 mg. 
Thiamine Mononitrate (B,), U.S.P. ..................2.5 mg. 
Folic Acid, U.S.P........... sotpasielaiantpeagtennianilal 0.375 mg. 
Vitamin K (Menadione), U.S.P...............cccccce00e 0.5 mg. 


LEDERLE LABORATORIES (INDIA) PRIVATE LTD., P. O. BOX 1994, BOMBAY | 
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Leader 
yesterday 


Manufactured by one of the pio- 
neers of Rauwolfia research Bromo- 
Raulfin has led Rauwolfia preparations 
ever since that drug came to lime light 
in the thirties. Miserable failure of 
Reserpin and other single-alkaloid 
preparations in spite of world-wide 
fan fare of propaganda shows once 
again the superior value of this 
total extract preparation containing 
all alkaloids and resin fraction. 


All alkaloids & resin fraction 


EASTERN DRUG CO. LTD. 
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WANTED 


The MUSCAT GOVERNMENT requires the services of a Medical Officer and a Nurse for a 
dispensary in that country. 
The terms and conditions of the post are :— 


1. Medical Officer with M.B.B.S. qualification. 
Pay Rs. 600/- P.M. tax free, with free simply furnished accommodation or house rent not exceed- 


ing Rs. 50/- P.M. in lieu thereof. A gratuity of Rs. 2500/- on completion of three years’ service. 

2. A qualified Maternity Nurse. Pay Rs. 300/- tax free with free simply furnished accommodation 

or house rent not exceeding Rs, 30/- P.M. in lieu. 

A married couple will be preferred and the applicants should preferably be either Muslims or 

Christians. 

If a married couple is engaged the Nurse will not be entitled to house rent but will receive a salary 
of Rs. 350/- P.M. Both posts are on contract basis for 3 years and renewable thereafter. Second class 
passage to and from Gwadur at beginning and end of contract. Leave one month per annum. Private 
practice permitted outside duty hours. 

Applicants willing to be considered for the posts may kindly forward their full particulars along 
with the dates by which they can take up the posts, to the Central Office, I.M.A., Hanging Bridge, 
Daryagunj, Delhi-7, through their respective State/Territorial Branches by the 3lst of May, 1956 at the latest, 
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modern hospital 
planning 


MEDICAL GASES ON TAP... 


Modern surgery demands ever-increasing 
quantities of medical gases, which has 
hitherto involved the constant move- 
ment of cylinders, bringing in their 
wake inevitable noise and. distraction 
where quiet efficiency would 
otherwise prevail. A Pipe-Line 
system for the internal distribu- 
tion of gases has now been 


developed whereby the employment of 

cylinders and trolleys in the theatres 

and wards can be totally eliminated. 

These small, neat and compact units 

measuring only 4”x3” are all that need 
be seen or heard of oxygen 
and nitrous-oxide supply to the 
theatres and wards of any 
Hospital. 


THE INDIAN OXYGEN & ACETYLEN 


PRIVATE 
Co.,LTD. 


1OAX 45 
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Better Vitamin A 
absorption and 
therefore a higher 
therapeutic effect with 


F. Hoffmann-La Roche & Co. Ltd., Basie/Switzeriand 
Sole Distributors for India: 

VOLTAS LIMITED 

Bombay, Calcutta, Madras, Cochin, New Delhi, Kanpur. 


A t 
Trade Mar ‘ 
seme One equivalent to | 
5,000 1.U. vitamin A | 
he | d f | 
| For the improve rreatment | 
Acne | 
| Inner ear deafness 
Ozena 
premenstrual tension 
| Sterility the male 
Literature available oF request from Voltas Limited P- ©. Box 900, Bombay - ' 
This new form of application (30 drops per cc) consists of a clear non-oily: 4 
non-alcoholic water-miscidle solution. containing 150,000 \,U. per 
(about 82 mE vitamin A palmitate): The drops are vaken in tea. coffee, fruit juice. | 
etc., where vhey emulsify easily: In order to avoid any afrer—taste: the dose 
should be followed by a liquid draught: é 
packings * 15 cc ® 50 cc 
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It's a motor-driven table which shows a full appreciation of 
everyday needs. The serial changer is so free from complexity that I can 
concentrate my whole attention on the screen. There's every serial film 
combination I want, and I appreciate the ease of locating cassettes. No 
physical effort is needed for any of the movements, so I am not tired 
out at the end of a meal session.” 


The T. 250 table is the most recent addition to the range of Watson 
x-ray equipment and can be supplied complete with generator and x-ray 
tubes to suit any requirement. 


WAT * ON British Made 


X-RAY APPARATUS 


THE a ny ELECTRIC CO. OF INDIA PRIVATE LTD. 
Magnet House, Chittaranjan Avenue, Calcutta 13 
Branches at: Bombay Madras Kanpur Delhi Bangalore 
Coimbatore Secunderabad Ahmedabad Patna 
Representing : THE GENERAL ELECTRIC CO. LTD. OF ENGLAND 
Also represented in: Karachi Lahore Chittagong Rangoon 


GEC 7328 
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The value of ‘‘ Dramamine ”’ in the control 
of all forms of motion sickness is well 
established. More than this, however, it 

is now recognised that ‘* Dramamine ’’ is 
most effective in the control of other 
labyrinthine disturbances, so that it is 
indicated in the treatment or prophylaxis of 
any condition of abnormal stimuli of the 
tissues including end organs (gastro-intestinal 
tract, eyes) and their neural pathways to 

the labyrinth. Side-effects of ‘‘ Dramamine ”’ 
are so slight that dosage may be continued 
over long periods if necessary. 


SEARLE 


c.p. SEARLE «co. rp. 


83, Crawford Street 
London, W.1 


Telephone : Paddington 4034 


treatment or prophylaxis 


of 


Labyrinthine Disturbances 


SEARLE 


Dramamine 


Brand of dimenhydrinate 


Thus conditions in which ‘‘ Dramamine "’ has 
been most effective include vertigo due to 
hypertension, fe. estration procedures and 
labyrinthitis ; Meniére’s syndrome, irradiation 
sickness, and in the symptomatic control 

of nausea and vomiting due to pregnancy, 
electro-convulsive therapy, narcotisation 

and certain drugs (antibiotics, etc.). 

** Dramamine ’’ may be administered, orally, 
or rectally, It is supplied as 50 mg. 
tablets, in bottles of 12, 36, 100 and: 1,000 
and in cartons (10 strips of 10 tablets). 
Literature on request 

*REGISTERED TRADE MARK 

The Fairdeal Corporation Limited 

Laxmi Building, 

Sir Pherozeshah Mehta Rd., Fort, Bombay 1 
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Therapy of the underlying causal condition 


is no doubt the prime consideration. How- 


ever, when treatment of the basic disease. 
does not or cannot afford prompt relief, 


‘ANACIN’ will often alleviate the distress 


sym ptom on of pain and impart a sense of well-being. 


as in ANACIN’ is a non-toxic and clinically 


HEADACHE dependable preparation, specially 
TOOTHACHE formulated to provide a prolonged 
MUSCLE PAIN period of analgesia with a single dose 
a.” of 1 or 2 tablets. 

NEURITIS Composition 
DYSMENORRHOEA Quinine 1/4 gr. Aspirin 3 gr. 
INFLUENZA Phenacetin 3 gr. Caffeine1/4 gr 


ANALGESIC TABLETS * Trade Mark 


Manufactured and Distributed by: 
GEOFFREY MANNERS & COMPANY PRIVATE LIMITED, BOMBAY 
Trademark Proprietors: 
WHITEHALL PHARMACAL COMPANY, NEW YORK, U.S.A. 
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CURIX 


RAPID SPEED X-RAY FILM 


* Highest speed. : 
* Remarkable contrast and sharp definition render images of 
exceptional clarity and highest diagnostic value. 


* Specially hardened for tropical temperatures. 
* Tropical keeping quality greatly improved. 
* Fog resistant to developer—even if exhausted developing 
solution is used. 


Auieo Pxotocrapnics private Limite 
BOMBAY CALCUTTA MADRAS NEW DELHI 


| 
the filmfor “™“ 
4 
as, 
ge 
Yy 
My, 


x J. 1. M. A. Advertiser Vol. 26, No. 10 


For B-Complex 
Equilibrium 


Containing all the important B Complex 
factors, BIVINAL is the preparation of choice 
whenever entire B Vitamin therapy is 

icated. Available in 3 forms:- (1) Blixir 
(2) Tablets (3) Injection. 


COMPOSITION:- 
c.c. (fl. oz.approx,) 
Vitamin BI B.P. 
Vitamin B? B.P. 
Nliacinamide B.P. 
Vitamin Bg B.P.C. 
Panthenol 
Methionine 
Inositol 
Choline Di-hydrogen Cltrate 
Biotin 
Vitamin B12 B.P. 
Hydrolysed Yeast Extract (contalning 
all B complex factors) from 4 G. af Brewer's Yeast. 
2.8 6.0. 


BIVINAL TABLETS 

Each tablet containe» 
Vitamin BI B.P. 

Vitamin B2 B.P. 
Niacinamide B.P. 

Vitamin B6 B.P.C. 

Calcium Pantothenate U.S.P, 


BIVINAL INJECTION 
Each ¢.c. containsse 
Vitamin BI B.P. 
Vitamin B3 B.P. 
Nliacinamide B.P, 
Vitamin Be 
Panthenol 

Methionine 


BIVINAL 


VITAMIN B COMPLEX 
ELIXIR TABLETS INJECTION 


_ ALEMBIC CHEMICAL 
WORKS CO. LTD., 
BARODA 3. 


YOU CAN PUT YOUR ne 
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Infectious Intestinal Diseases 


= Bacillary dysentery 
= Gastroenteritis 
= Enterocolitis 

= Paratyphoid fever 


Ultracarbon “F” 
Tablets 


with formo-sulphathiazole 0.125 gm. 
and carbo medicinalis 0.150 gm. 


= adsorptive 
= bactericide 


= anti-toxic 
= well tolerated 


Packings: Tins of 50 tablets 


Sole Agents: 
Capco Private Limited 


E. Merck Department 
P.O. Box 1652 


DARMSTADT - GERMANY Fort, Bombay 1 
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CALCIMA-C 


CIPLA 


Calcium Parenteral wits Vitamin ‘C’ 


EACH 10 c.c. AMPOULE 
CORRESPONDS TO 
10% CALCIUM GLUCONATE 10% 
AND 
250 mg. 


8 om BAY - 8, 
LITERATURE SENT ON REQUEST. 


“Cipla Sales Depot,” 
P.33, Ganesh Ch. Avenue, Calcutta-12. 
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IN AUTONOMIC NERVOUS DISORDERS 


Priscophen 


Regd. Trade Mark. 


RESTORES THE BALANCE 


Indications: Cardiac neuroses, palpitations, 
menopausal disturbances, fatigue, nervous instability, spastic 
constipation, nervous diarrhoea, travel sickness, insomnia 
due to over work, vascular headaches, excessive sweating 
and other disturbances of the autonomic nervous system. 


Packings: Tabicts: Bottles of 30, 150 and 1,000. 


CIBA PHARMA PRIVATE LIMITED, P. O. BOX NO. 1123, BOMBAY 
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INTRODUCING 


VITAL PROTEIN 
AS DIETARY SUPPLEMENT 
IN 
AN EXCEEDINGLY PLEASING AND CONVENIENT FORM 


The Palatable 
PROTEIN - CARBOHYDRATE - B-VITAMINS 
FOOD 
IN CRISP AND DELICIOUS BiSCUITS 


ACCESSIBLE EVEN TO LOWER INCOME GROUPS 


CONTENTS PER OUNCE: (6 biscuits) : Protein ( intact casein ) 50%, Carbo- 
hydrate 30%, Thiamine & Riboflavine 1 mg. each, Fat 7.5%, Flavouring Agents q. s. 


Particulars from: Available in 1 Ib. tins 


RAPTAKOS, BRETT & CO., LTD., WORLI- BOMBAY. 


GLUCOVITA 

is Dextrose Monohydrate 

(C6H|20¢H20) fortified 
with Calcium 

Glycerophosphate and 

4000 1.U.D. of 

Vitamin D per pound. 


is pure Anhydrous 
Dextrose, conforming 
to the US.P. and 
B.P. standards, its 
chemical formula being BY 
CoH 12%. 
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Polyvalent enzyme preparation 
containing 

all digestive ferments 
in highly activated form. 

Active in acid as well as alkaline media. 


Bottles of 30, 100 and 500 dragees. 


A. WANDER S&S. A., BERNE - Switzerland. 


Sole Importers: 


Khatau Valabhdas & Company 


PHARMACEUTICAL DEPARTMENT 
indian Globe Chambers, Fort Street, BOMBAY |. 


Branches at: Patna, Delhi, Kanpur, Madura, Madras, 
Secunderabad (Dn.) and Bangalore City. 


Dr. 


FOR THE PHYSICIAN 


Manufactured by The Government of India Undertaking 
HINDUSTAN ANTIBIOTICS LTD., Pimpri, Near Poona. 


Prepared and vialled under strict exacting requirements of Gove. of Indie 
Crug Rules. Available in the following vacieties and dosages at current prices, 


CRYSTALLINE PENICILLIN G SODIUM PENICILLIN Gl PROCAINE 
for aqueous intramuscular injection, supplied ia for aqueous intramuscular injection, supplied 
2 lac, 5 lac and 10 lac units per vial. 1S lec units per vial. 


PENICILLIN G PROCAINE Fortified With for aqueous 
CRYSTALLINE PENICILLIN G SODIUM intramuscular Injection, supplied in 12 lac units per 
for aqueous intramuscular injection, supplied in 4 lac | vial. Contains 6 lac units DiBenzylEthyleneDiamine 


per viel Contains 75% Penicillin G Procaine | DiPeniciilin G, 3 tac units Penicillin G Procelne 
end 25% Crystalline Penicillia G Sodium. and 3 tac units Penicillia G Potassium. 


Selling Agents 
@esers. PARRY &@ CO. LTD., Madras, Calcutta, Delhi and Bombay 
Messrs. KEMP & CO. LTD., Bombay, Delhi, Madras and Calcutta, 


HINDUSTAN ANTIBIOTICS LIMITED, Pimpri, Near Poona 


ROJTLING PLANT «ot KING EDWARD ROAD. PAREL, BOMBAY 
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safe and reliable substitute. 


Prepared to resemble as closely as possible the 
formula of breast milk, it offers a well balanced and 
strictly uniform diet. By homogenization, the fat 
globules are made even smaller than those of human 
milk, facilitating digestion, while pasteurization has 
ensured the removal of pathogenic organisms. 

Lactogen is also suitably fortified to 
provide adequate (but not excessive) 
intake of essential Vitamins A & D 
& Iron, based on standards recom- 
mended by the National Research 


Council, Washington. 


ACTOGEN 


The better milk for babies 


NESTLE’S PRODUCTS (INDIA) LTD. 
P.O. Box 396 Calcutta, P.O. Box 315 Bombay, P.O. Box 180 Madras 


For the child who cannot be breast fed, 
Lactogen has earned a world-wide reputation as a 


Never 
MOM 
worry 

although he wot 
breast-fed 
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Where untilled soil tells of malaria 


While world population mounts, food production lags behind. Yet crops 
could be abundantly increased in many areas if malaria were effectively 
controlled. Encouraging reports on ‘Daraprim’ suggest that this new drug 
can play a major part in eradicating the disease. Highly potent, tasteless, 
virtually non-toxic, ‘Daraprim' has proved an excellent suppressant in a 
weekly dosage of 25 mgm. It Is issued as compressed products of 25 mgm. 


‘DARAPRIM? 


PYRIMETHAMINE 


tesved in France and the French Empire as Malocide’ brand Pyrimethamine 


& BURROUGHS WELLCOME & CO. (INDIA) PRIVATE LTD., 
POST BOX 290, BOMBAY. 
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“For the use only of registered medical practitioners or a hospital or a laboratory ” 


Ss 
CHLOR-TRIMETON "Maleate 


Highly potent Antihistaminic 
for all allergic conditions 


CORICIDIN 


Antihistaminic plus A.P.C. — 
effective cure for common cold 


CORTADREN (Cortisone Acetate) 


Tablets, Injectable and 
Ophthalmic Suspension 


Products of 
Seloring CORPORATION, U.S.A. 
Sole Importers: 


T. Surén Co. Private Ltd. 
P.O. Box 229, Bombay 1 
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A RUN-DOWN 
PATIENT? 


le’s time he had— 


LIVOGEN 


Livogen contains in each fluid ounce the natural vitamin B 
complex derived from 40z. of fresh liver, and 2 oz. of 
fresh yeast, together with added vitamin B, nicotinic acid, 
and 25 micrograms of vitamin Bis. 


Livogen is the rational tonic for all cases of debility, 
lassitude and nervous depréssion. It contains the essential 
metabolic ‘activators’ which create a lively interest in food, 
and restore natura! vitality. 


BRITISH DRUG HOUSES (INDIA) PRIVATE LTD. 
P.O. Box 1341, BOMBAY 


Bronches et: Calcutta - Oelhi - Madras 
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NEWTON VICTOR LIMITED 
for medical diagnostic x-ray equipment 


Af) have copies of a booklet fully describing and illustrating the 
remarkable versatility of the Newton Victor Mobile Bucky Unit—an equip- 
ment of high efficiency for the comprehensive application of fine-grid, 
high speed Bucky diaphragm techniques to all radiodiognostic purposes. 


Write for your copy to: 
ASSOCIATED ELECTRICAL INDUSTRIES (INDIA) PRIVATE LTD. 


Head Office: CROWN HOUSE, 6 MISSION ROW, CALCUTTA 


Branches ct: BOMBAY NEW DELHI! MADRAS BANGALORE COIMBATORE NAGPUR 
1X 9S 
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A Multivitamin Mineral Tonic 


Children will like it 
for it’s 
* Viscous Syrupy Base 
* Fresh Orange Flavour 
* Slightly Sour Taste 
CONTAINS ALL THE ESSENTIAL VITAMINS, 


INCLUDING VITAMIN Brn WITH HYPOPHOSPHITES 
OF SODIUM AND CALCIUM. 


SEDONAL 


EACH TABLET CONTAINS FOR 


Aminophylline grs. 3 ® Coronary insufficiency. 
@ Myocardial weakness, 


@ Asthma, Bronchial and Cardiac. 

@ Status asthmaticus, 

Phenobarbitone gr. } @ Pulmonary oedema, 

@ Diuresis in Cardiac and Renal oedema. 
@ Hypertension. 


Aluminium Hydrox. 
gel. dried grs. 4 


This will also be found useful in conditions characterised by gastric irritability, 
raised blood pressure, diminished urinary output, and a general tendency to fluid 


retention in the tissue. 


For further particulars, please write to :— 


East India Pharmaceutical Works Ltd. 


BOMBAY-14. CALCUTTA-26. MADRAS.-1. 
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ORIGINAL ARTICLES 


EPIDEMIOLOGICAL ASPECTS OF THE 1954 OUTBREAK OF 
ENCEPHALITIS IN JAMSHEDPUR + 


S. C. SEAL, M.B.B.s,, D.P.H., PH.D., F.A.P.HLA., F.N.L, 
Professor of Epidemiology, 
All-India Institute of Hygiene & Public Health, Calcutta 
AND 
R. N. GHOSE CHOWDHURY, L.p.n. (CAL), 
Health Department, TISCO, Jamshedpur. 


In June 1954 the town of Jamshedpur fell detected in the field and as much as possible from 
under the grip of an epidemic disease proving the population at large. 


quickly fatal to children in spite of all treatments. (v) That every effort should be made to isolate 
A reconnoitering survey of the town area was the virus from the patients as well as from the 
started with a view to suggest some immediate — suspected vectors. 

measures for control and lines of investigation. (vi) of then’ should be 


On the basis of the preliminary investigations the 
following tentative conclusions and a working plan 
for investigation and control were drawn up in 
collaboration with the local authorities and the 
workers of Poona Virus Research Centre. 

(i) That the outbreak at Jamshedpur was, in 
all probability, one of viral encephalitis. 

(ii) That an arthropod vector might be respon- 
sible for the spread of this infection and hence the 
control of arthropod population should be imme- Out of 490 probable costs, 
diately adopted by means of DDT or BHC. Rene nm 

: vestigation in regard to 139 cases only could be 

(iii) That the control work might be carried completed. 
out by dividing the area into two parts—one for ; 
insecticidal operation and the other to remain as 
untreated control. 

(iv) That both clinical and epidemiological in- 
formation should be collected from the patients 
admitted into the hospital as well as from those 


from the patients, suspected cases and certain 
number of contacts and healthy individuals to 
study the specific vital antibodies, and 

(vii) That the cases discharged from ‘the 
hospital should be followed up. 


Although the town was visited on more than 
one occasion in connection with the investigation 
of this epidemic it was not possible to make a 
comprehensive study due to technical difficulties. 


EPIDEMIOLOGICAL FINDINGS 


The epidemic extended to a period of 4% 
months from early May to the middle of Septem- 
ber, 1954 and the peak was for one month between 
June 8 and July 9, a large number of deatlts (20) 


+ Presented before the annual conference of the ; ing j ‘ee 2 
Alumni Association of the All-India Institute of Hygiene being recorded during the period between 12 to 
and Public Health, Calcutta, held in 1955. 25 June, 1954 (Fig. 1). 
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CLINICAL FEATURES 


At first it was thought that the disease was 
confined to children only. Investigation carried 
out at the hospital and followed up in the field 
led to the provisional discovery of at least three 
distinct clinical types of cases, namely, (1) severe 
toxic or fulminating type, (2) relapsing or diphasic 
type and (3) abortive or mild type. 

Severe toxic or fulminating type—The. onset 
was sudden in healthy and well-nourished children. 
The common history was that the child was in 
good health before retiring to bed after the usual 
night meal. Four to five hours later he got up 
from sleep as if in a fright crying, with signs of 
chill or frank rigor, flushed face and congested 
eyes, fever quickly rising upto 104°—105°F and 
even higher. Pulse was relatively slow. ‘The child 
sometimes vomited and/or passed one or two 
stools, and had twitchings, tremors and convul- 
sions, the latter often becoming epileptiform 
towards the end. He talked incoherently and be- 
came delirious and soon lapsed into drowsiness, 
semiconscious or unconscious state, though the 
twitchings and tremors persisted. Respiration 
became shallower until death supervened by com- 
plete cessation of respiration, blood stained froth 
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extruding from the mouth and nostrils at the ter- 
minal phase. Neck rigidity, Kernig’s sign and 
exaggerated knee-jerks were common, plantar re- 
flexes often equivocal and abdominal reflexes 
absent or present. ‘The eyes, to start with, were 
fixed in a stare with pupils dilated and marked 
photophobia but towards the end the pupils be- 
came pinpoint. There was high leucocytosis gene- 
rally of neutrophilic type varying from 10,000— 


- 46,000 per c-mm. In some cases there was severe 


hypoglycaemia, C.S. fluid was usually under 
pressure but cytologically and chemically normal 
except reduction of sugar level in a few instances. 
The symptoms were less fulminating in older 
children. Besides having some of the symptoms 
mentioned above they often complained of head- 
ache and abdominal pains and marked paraesthesia 
of skin and muscles. Diarrhoea often accompanied 
the fever and the faeces contained mucus 
and pus cells. In some cases there was moderate 
enlargement of lymph nodes with tenderness. 


Relapsing or diphasic type—The clinical 
features were variable but the general characteristic 
was as follows: An otherwise healthy person 
usually an adult, suddenly developed high tem- 
perature 102°—104°F with chill or rigor, headache 
and uneasiness, often with generalised aches and 
pain and with or without slight mental incoherence 
and exaggerated knee-jerk. Bradycardia was 
common, eyes were congested and there was con- 
siderable apathy. Neutrophilic or lymphocytic 
leucocytosis varied between 10-25,000 per c.mm. 
Fever came in two bouts, the first one lasted for 
1 to 4 days and after a complete remission for 2 
to 4 days it relapsed with other symptoms and 
came down by lysis during the next 2 to 4 days, 
leaving the person prostrated and weak and lead- 
ing to prolonged convalescence. Even a second 
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or third relapse was noted in certain cases (Khan, 
1954. 


Both the fulminating and the relapsing types 
occurred simultaneously in the same family, the 
former type affecting the children and the latter 
usually elderly children or young adults. 


Abortive or mild type—This type was usually 
found among the grown-ups. There was a sudden 
onset of fever 100°-104°F with shivering, con- 
gested eyes and pains and aches, especially 
backache. It was maximum at onset and lasted 
for 1 to 6 days. The patients felt greatly ex- 
hausted. 


There was no death among the relapsing and 
the abortive types. In these types both clinical 
and laboratory examinations failed to identify the 
features with those of any known disease. 


The disease was of unknown aetiology and it 
remained so till the end of the investigation. 
Hence the cases were regrouped under three main 
categories on both clinical and epidemiological 
grounds, namely, (1) typical cases (2) probable 
cases and (3) possible cases. In the first group 
were included the fulminating and toxic types 
ending in death or recovery, in the second all 
relapsing types and those with fair resemblance in 
clinical feature with the first group and in the 
third all mild or abortive types and doubtful cases. 


LABORATORY FINDINGS 


Blood picture—There was an increase of total 
leucocyte count in 62°4 per cent of cases, the range 
varying from 10,000-46,000 c.mm. The distribu- 


Count per c.mm. Typical cases 
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TABLE 1—SHOWING LEVELS oF LEUCOCYTE COUNT TER C.MM. DISTRIBUTED ACCORDING TO THE TYPES 
(AMONG 288 CASES EXAMINED) 


Probable cases 
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tion of total leucocyte count according to the three 
categories of cases is given in Table 1. 

In Table 1 the total leucocytic count of 288 
patients is presented. None of the typical cases 
showed a blood count less than 10,000 per c.mm. 
as against 13°3 per cent of probable cases and 48°8 
per cent of possible cases. In other words, leuco- 
cytes were more definitely increased in typical 
and probable cases than in the possible ones. 
Differential counts were available for 292 patients. 
One hundred thirty seven patients, i.e., 46°9 per 
cent showed neutrophilic leucocytosis and 120 or 
4l'l per cent of patients showed lymphocytic 
leucocytosis and 12 per cent practically normal 
range. Eosinophils in 9 per cent of patients 
ranged between 5 to 12 per cent. Among typical 
cases the neutrophilic leucocytosis occurred in 59°4 
per cent and lymphocytic in 32°4 per cent as 
against 66°7 and 24°4 per cent respectively among 
probable cases and 40°5 and 46°2 per cent respec- 
tively among possible cases. These results are 
shown in Table 2. It may, however, be mentioned 
that usually this dual nature of leucocytic increase 
is not a common feature in the same infection. In 
the absence of identification of the causative agent 
this caused no small difficulty in classifying the 
cases. 

Blood sugar level—Towards the latter part of 
the epidemic hypoglycaemia was discovered as a 
clinical feature in severe cases. In some of them 
it was accompanied by a corresponding fall in the 
C. S. fluid. But it was not a constant feature even 
in severe cases. The blood sugar levels of 14 fatal 
cases with repeated estimations in a few of them 
and 13 non-fatal cases are given in Table 3. 


Possible cases 
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30,000 and above 
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Neutrophils 


Percentage of cell 


sount per c.mm., 
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TABLE 2—SHOWING THE PROPORTIONAL DISTRIBUTION OF NEUTROPHILS AND LYMPHOCYTES AMONG THE THREE TYPES 
or Cases (TOTAL 292 CASES) 


Total 
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Lymphocytes 
Possible 


Cases 


Typical 
Cases 


Probable 
cases 


80 and above 14 (37-8%) 14 (31-1%) 21 (100%) 49 (168%) 0 (00%) 0 (00%) 0 ( 0-0%) 0 ( 0-0%) 
—80 8 (216%) 16 (35-6%) 64 (305%) 88 (301%) 0 (00%) 0 (00%) 0 ( 00%) 0 ( 00% 
—70 6 (16-2%) 8 (178%) 78 (37-1%) 92 (315%) 1 (27%) 2 (45%) 5 (24%) 8 ( 
—60 7 (189%) 2 ( 23 (109%) 32 (110%) © (00%) 3 (66%) 15 ( 7-1%) 18 ( 
—50 1 ( 2:7%) 3 (66%) 18 (86%) 22 (7:5%) 4 (108%) 0 (00%) 9 ( 13 ( 
—40 0 (00%) (2:2%) 6 (29%) 7 (24%) 7 (189%) 6 (133%) €8 (32-4%) 81 (27-7%) 
--30 1 «0 (00%) 2 ( 07%) 11 (297%) 16 (35-6%) 85 (40-5%) 112 (38°3%) 
—20 0 (00%) 0 (00%) © (00%) 0 ( 13 (351%) 17 (37-7%) 27 (128%) 57 (19°5%) 
—10 0 (0:0%) 0( 00%) 0 (00%) 0( 00%) 1(2:7%) %1(2:2%) 1 (05%) 3 ( 


Tape 3—SHOWING BLOOD SUGAR LEVELS IN MG. PER CENT 
or CERTAIN FATAL AND NON-FATAL CASES 


Fatal Non-fatal 
No. of samples 
I 2 3 4 5 6 

12-5 40:8 
12:5 40-2 57:1 
200 55-5) 71°4 
( 16-3) 284-S* 76:7 
33°3 ( 18-0) 80-0 
40-0 ( 35-3) 301-0* 2390 2280 648 421-4 85:1 
44-4 ( 31-2) 112:0* 182 61-0 88-8 
85-5 ( 78-1) 90-2 
93:0 ( 69-9) 96-4 
98:4 ( 86-8) 109-6* 100-0 
121-5 (147-3) 152-3 102°4 
125-0 ( 86-4) 106-4 
144-5 (120-4) 125-2 
235-2 ( 68-6) 


* Estimation repeated after intravenous administration 
of glucose. 

N.B.—The figures in parenthesis indicate the corres- 
ponding level of sugar in the cerebrospinal fluid. 


In half the total cases as seen from Table 3 
the level of blood sugar dropped considerably and 
in a few cases to a very low level, e.g., 12°5 mg. 
per cent. In the non-fatal cases, on the other hand, 
the sugar level dropped in a fewer cases. From 


these data it appears that hypoglycaemia may be 
an important contributory factor in determining 
the final outcome of the infection, and as such it 
may be considered as a significant observation, 
although administration of glucose in serious cases 
did not alter the prognosis in any way in the few 
cases it was tried. 


Cerebrospinal fluid—The sugar levels (mg. per 
cent) in cerebrospinal fluid of some of the fatal 
and non-fatal cases which were examined were as 


follows, arranged in serial order: Fatal cases: 
15.0, 16.3, 18.0, 27.1, 31.2, 35.5, 68.6, 69.9, 78.1, 
86.4, 86.8, 120.4 and 147.3. Nonfatal cases: 57.2, 
68.8, 76.4, 93.6, 110.6. The findings have thus 
close similarity with the blood sugar levels. No 
significant change was noticed in the protein and 
chloride contents of the fluid. Although there was 
a polymorphonuclear leueocytosis in a_ large 
number of probable and possible cases the cells in 
the C.S. fluid was mostly lymphocytic type with- 
out any pleocytosis. 

Urine and stool—Albumen was found positive 
in 35 (13°7 per cent), pus cells in 29 (11°3 per cent) 
and sugar in 13 (5°1 per cent) patients. R.B.C. 
was present in three samples only. Of the samples 
of stool examined from 50 patients as many as 
16 cases (32 per cent) showed pus cells and 5 (10 
per cent) patients red blood corpuscles. These 
findings indicate slight damage to the kidneys and 
not merely febrile changes and there was certain 
amount of leakage of sugar through these organs. 
Similarly the presence of pus cells in 32 per cent 
of the patients may also have some signifieance in 
the pathogenesis of the disease whether due to 
infection or any toxic agent. No pathogen. was, 
however, isolated on culture of urine or faeces. 


INCUBATION PERIOD 


Three patients including the first gave history 
of developing the symptoms within 4 days of their 
arrival at the town from outside places where the 
possibility of existence of similar cases was elimi- 
nated. The minimum incubation period was there- 
fore considered to be about 4 days, if not less. 
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Male 


Age groups in year: 


Cases Cases Cases 


Less than | year 4 

1—5 years — 19 16 28 63 (10) 
6—10 ,, ai 31 9 26 66 (17) 
1i—15 _,, i 7 5 24 36 (2) 
16—20 ,, a 4 1 15 20 (1) 
21 years and above ... 6 12 84 102 (i) 


But the maximum incubation period could not be 
ascertained except that one patient was said to 
have developed symptoms 22 days after leaving 
the town (Khan, 1954). 


INCIDENCE AND FATALITY 


Of the 893 cases occurring within the period, 
430 cases could be placed as follows: (1) 114 typi- 
cal, (2) 67 probable and (3) 249 possible cases. 
Epidemiological data were collected for 139 cases 
by house to house visit during which a large num- 
ber of fatal and nonfatal cases which did not come 
to the hospital were detected. The total number 


Beers see ts 


Fic, 2—SHOWING AGE AND SEX INCIDENCE 


TABLE 4—AGE AND SEX DISTRIBUTION AMONG ENCEPHALITIS CASES AT JAMSHEDPUR 1954 


Figures in parenthesis indicate deaths. 
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Female 
Fatality Typical Probable Possible Total Fatality 
rate cases cases cases rate 


4 13 (6) 46:1 


23-0 6 3 

15-9 10 4 16 30 (6) 20-0 
25-7 15 3 10 28 (8) 28-6 
56 10 4 6 20 (4) 20-0 
5-0 i 0 7 8 (0) 0-0 
0-98 1 8 22 31 (0) 0-0 


113 43 


of deaths noted was 58 giving a fatality rate of 
13°5 per cent. Of the cases, 300 (70 per cent) 
were males with 34 deaths and 130 (30 per cent) 
were females with 24 deaths, the sex specific 
fatality rate for males being 11°5 per cent and for 
females 18°5 per cent. 

Age, sex and religion—The age and sex dis- 
tribution of the three categories of encephalitis 
cases is shown in Table 4 and Fig. 2. It shows 
that the females suffered much higher fatality rates 
than the males. Except for 2 cases all the deaths 
occurred among persons below 15 years of age, the 
two worst affected groups being the infants and 
those between 5 and 10 years. Of the cases 77 per 
cent were Hindus, 13°7 per cent Muslims, 5°3 per 
cent Christians and 4°0 per cent Sikhs. The chro- 
nological order of cases and deaths by weeks is 
given in Fig. 3. 
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TG, 


71 45 184 300 (34) 22 65 130 (24) 18:5 
90 
cage 
CASE 
RECOVERED Case 
Deans 
CASE 
case 
4 
ia 
YEARS YEARS YEARS 


376 ENCEPHALITIS—SEAL AND GHOSE CHOWDHURY 


J. INDIAN M. A., VOL. 26, NO. 10 


Fic. 4—Map or JAMSHEDPUR TOWN SHOWING INCIDENCE OF CASES IN DIFFERENT LOCALITIES. 


Town and the neighbouring areas—The town 
of Jamshedpur proper is within the notified areas. 
The population according to 1951 census is 194,990 
(males 108,485). Jugsalai, a neighbouring area 
abutting Tatanagar railway station, has two sec- 
tions, viz., (1) notified area with a population of 
18,288 and (2) outside area with a population of 
31,225. The encephalitis cases not only occurred 
throughout the town (Fig. 4) but outside the noti- 
fied areas such as Jugsalai, Hooloong, Golpahari, 
Gitilpi, Parsudih, Dindli, Bagbera etc. One sus- 
pected case was referred to the hospital from 
each of the 11 other suburban places, namely, 
Sarajumda, Holudbari, Kapali, Basurda-Adityapur, 
Tarabeda, Garadih, Ranidih, Gamaria, Padrasa, 
Bamangara and Mohodra. Of these, four were re- 
ported in June, six in July and only one in the 
Ist week of August. The distribution of various 
types of cases in the above areas is given in 
Table 5. 

The earliest case was traced to have occurred 
in the Mohulbera basti of Ward IV. A young man 
of 18 years became ill on the 4th May, 1954 and 
on being admitted into the Tata Main Hospital 
was diagnosed as a case of encephalitis, but he 


survived. The next four cases, all fatal, occurred 
on the 5th, 7th, 13th and 14th May respectively 
in Bistupur, Sonari, Burma Mines and Jugsalai 
bazar areas situated at different corners of the 
town. Ward II of the town had the largest number 
of deaths and highest fatality rate. Jugsalai and 
the Associated Companies area came next in 
order. In every ward the cases persisted till the 
end of August 1954, except for two stray deaths 
on the 9th and 14th September and another on 
the 21st October 1954. The badly affected loca- 
lities in the town and the neighbouring area are 
given in Table 6. 


Familial incidence—At least 367 families were 
affected by the disease. Of these, 37 (10°0 per 
cent) had multiple cases accounting for 91 cases 
or 2°46 cases per family, distributed as follows: 
23 families had 2 cases each, 12 families 3 cases 
each, one family had 4 cases, and another 5 cases. 
Out of 139 cases belonging to 96 families, investi- 
gated at the patients’ residences, 30 (21°5 per cent) 
gave definite history of contact with known cases. 
But cross infection in the ward was never seen 
though no special arrangement was made to isolate 
the cases. The total number of members in these 
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Table 5—DISTRIBUTION OF ENCEPHALITIS CASES IN JAMSHEDPUR TOWN AND ITs SUBURBS IN 1954 


Fatality Period of 
rate prevalence 


Typical Probable Possible Total Deaths 
cases cases cases 


Ward I = mn 31 20 59 110 9 8-2 5-5-54 to 30-8-54 
9 Il ees eee 24 8 41 73 19 26:0 5-6-54 to 31-8-54 
- ose 31 17 52 100 11 11:0 11-6-54 to 28-8-54 

45 4-5-54 to 28-8-54 


4-5-54 to 31-8-54 


Total of the Town 


Areas of Associated com- 
panies 5 + 14-8 2-6-54 to 16-8-54 


(one stray death 
on 16-9-54) 
Jugsalai notified area one 1 = il 12 1 25-6-54 to 9-9-54 

18-8 


2 _ 2 4 2 14-5-54 to 3-7-54 


Outside notified area 


Suburbs (outside notified 
area) bli owe 4 


5 20 29 4 13:7 26-5-54 to 20-8-54 


ose 114 67 249 430 58 13-5 4-5-54 to 14-9-54 
(one stray death 


on 21-10-54) 


Taste 6—SHOWING BADLY AFFECTED LOCALITIES OF THE families was 746 i.e. 7°77 members per family. But 

TOWN AND ASSOCIATED AREAS the number of members in the 28 of these families 
which had multiple cases was 268 giving the 
at aS average family size as 96 as against the family 
Ward Localities badly affected size of 7°0 for the 68 families having only single 


a cases. The proportion of children among the in- 
mates of families having multiple cases was 51°8 
I .. Bistupur oi ms 46 (1) per cent as against 46°8 per cent among these 
Kadma & Kadma Slope 26 (4) having single cases. 
Ferm Area m 19 (2) Out of 139 cases, 9 were unvaccinated (against 
Dhatkidih * F 27 (5) smallpox) infants, 48 or 34'5 per cent had been 
yy es joa 9 (1) vaccinated or revaccinated—one within one month, 
ee wt ic 46 (2) 9 within 3 months and 38 after more than 3 months. 
Kasidih Sa a 16 (4) The remaining 82 or 69 per cent did not have any 
Bhalbasha so ce 16 (2) anti-smallpox vaccination within the preceding one 
Bhuadih ee ods 9 (0) year. 
Iv. Burmsh Mines -- —«:18 (4) Movement—Only 24 or 17°2 per cent of the 
Mohaibers =... ~ BO 139 patients gave history of recent movement, six 
Sidgorha... (2) ay Sr. 
Gemties i. os 9 (1) cases within 5 days before attack, six cases within 
10 (3) 15 days, six cases within 1 month and 6 cases 
panies areas  Agrico 2 “2 9 (1) more than | month before the attack. The first 
Telco 4, 2 7 (0) traceable case had come from Jamda but on in- 
Jugsalai «. Notified area ... a 13 (3) vestigation no evidence of occurrence of such cases 
in that place could be obtained. ‘The names of 


Figures in parenthesis indicate deaths. other places of visit by the patients are: Sahabad 
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Basti 


and 
Waltair, Sambalpur, and 
the places had any history of similar incidence of 


(U.P.), Purulia, 


Kharagpur. 


Arah, Chaibassa, 


None of 


cases at the time of the patients’ visit. The 
duration of stay was as follows: One day—1 case, 
1 week—3 cases, 2 weeks—3 cases, 3 weeks—4 
cases, 4-8 weeks—4 cases, more than 8 weeks—4 
cases, duration unknown—6 cases. Movement in 
the neighbouring area by the patient was recorded 
in case of 29 patients (20°8 per cent) and in the 
city by 6 patients. Only one person being in the 
railway was frequently moving out. 

Diet—Of the 139 cases as many as 12 were 
breast-fed four of whom were having 
goat’s milk and two others cow’s milk in addition. 
Among the rest, 14 were vegetarians (9 rice-eating 
and 5 eating both rice and wheat) and 113 non- 
vegetarians (110 eating both rice and wheat). 


babies, 


Overcrowding—Overcrowding was marked in 
25 per cent of the households and ventilation was 
poor and/or very poor in 33 per cent of the houses 
visited, particularly in the bustees. But detailed 
studies on these points were not made. 

Sanitation—Cleanliness was-not satisfactory in 
34 instances (24°5 per cent) and was fair or good 
for the rest. Immediate surroundings were un- 
satisfactory in 26 or 187 per cent cases only. 
The disposal of night soil was by water-closet with 
flushing arrangement in the northern town and 
the outside areas were provided with open bucket 
type of latrines and in the outskirts and suburbs 
the people were using open fields. 

Ninety seven of the patients’ houses in differ- 
ent sections of the city were visited personally for 
local investigation and collection of certain en- 
vironmental data. Of the residences, 44°3 per cent 
were pucca, 26°8 per cent pucca with tiled roof, 


7 


Months 
1952 


1953 1954 


1952 1953 


86°5 46-4 44 


Feb. 96:8 96 95-3 54-2 48-8 
Mar. 103 107 105 58 64-4 
Apr. 1078 1096 «1112 698 
May 109 114 112 72 73 

June 112 1136 101 738 712 
July 97°4 94:2 98 74-7 74-4 
Aug. 93 92-7 95-1 78-9 3-7 
Sept 93-5 93 93-6 78 74-4 
Oct. 93 94 93 72-3 58-3 
Nov. 89:7 86-4 87 48 53-8 
Dec. 86 83-2 53 


SHOWING METEOROLOGICAL RECORDS OF JAMSHEDPUR FOR THE YEARS 1952, 1953 AND 1954 


Maximum temperature (°F) Minimum temperature (°F) 
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22°6 per cent katcha (mud floor and wall) with 
tiled roof, 3°1 per cent brick or katcha floor with 
thatched roof and 3°] per cent katcha floor with 
thatched roof. Domestic animals were present in 
72°2 per cent of houses, 34 per cent of the house- 
hold were keeping cattle (cows and/or buffaloes), 
27°8 per cent goats, 175 per cent fowl, 72 per 
cent pigeons, 15°5 per cent dogs and 9°3 per cent 
cats. Rodents were present in 57°7 per cent houses. 


~ In a quick survey insects were found absent only 


in 7 houses of which four were recently sprayed 
with BHC. Mosquitoes were found in 80 per cent 
of households and flies in 94°4 per cent, cock- 
roaches in 266 per cent houses, sandflies in 3 
per cent and bed bugs in 7°7 per cent houses. 
Ticks were found in one dog in a house and in 
some of the fowls. A good sectien of the patient 
population gave history of sleeping on the floor, 
verandah or in the open garden prior to their ill- 
ness, due to the hot summer climate. 

Water supply—The households within 
notified area obtained their drinking and domestic 
water from the town filtered water supply through 
pipes connected with the mains. The town 
obtains this water from a reserve lake (Dimna) in 
the hills, a few miles north of the town. The 
water was filtered and chlorinated before supply. 
The water supply of the places outside the notified 
area was from individual wells or tube wells. The 
unnotified part of Jugsalai, however, began to 
obtain its water supply from the town mains not 
very long before the epidemic started (Master, 
1955) although the existent surface wells and tube 
wells were also being used at the same time. 

Meteovological factors—Jamshedpur is at an alti- 
tude of 559 ft. from the sea level. The average rain- 
fall, maximum and minimum temperatures and 
humidity per month are given in Table 7 which 


Humidity (%%) Rainfall (in.) 


1954 1952 1953 1954 1952 1953 1954 


69 72 72 Nil 0-12 0-05 
7 58 65 60 0-3 0-05 0-36 
53-7 54 47 39 0-4 — 0-02 
57 38 37 29 0-2 
7 63 55 54 1-75 1-3 
748 70 72 71 9-75 75 
84 79 19-8 16-6 
82 83 82 9-8 19-8 
74-2 80 81 82 7-7 
72 76 73 28 0:2 
52-6 71 75 68 0-1 3-65 
76 79 owe: 


| | 
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shows that there was actually a diminished rainfall 
in Jamshedpur during the months of May, June, 
July and August, 1954 as compared with the corres- 
ponding months of the previous two years. Humi- 
dity was also somewhat lower than in the other 
years. Whether these conditions had any relation 
to the prevalence of encephalitis in the town is 
difficult to say. 

Both clinically and epidemiologically the 
disease appeared to be one of virus infection but 
not related to vaccinia, smallpox, measles and 
mumps which were eliminated from the history 
of the patients. The first working hypothesis 
adopted was that the disease was transmitted by 
some blood sucking arthropod as in encephalitis 
due to Japanese B. or St. Louis, or equine or 
West Nile viruses. The workers of the Poona 
Virus Centre made numerous attempts to isolate 
a virus from the material obtained from the 
patients and from the insects collected in the field 
but no virus could be definitely shown to have 
an aetiological relationship to this Jamshedpur 
encephalitis. The tests were done mainly in in- 
fant mice, inoculated by combined intracerebral 
and subcutaneous routes. A few rhesus monkeys 
and chick embroys were also used, but tissue 
culture facilities were not available at that time. 
The subject is still under investigation for which 
processed material from patients and paired 
samples of sera from these patients and non-cases 
have been sent to New York. Serological tests 
done with a large number of arthropod-borne 
viruses to see if any of the reference viruses was 
the cause of the disease, also failed to give any 
clue, as far as reported by Kerr (1955). 


Nature of cases 
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Taste 8—SHOWING NUMBER AND NATURE OF CASES REPORTED FROM THE SPRAYED AND UNSPRAYED HOUSES 


Cases reported after 


The present hypothesis under which the Poona 
V.R.C. Laboratory is working is that the virus 
may be an intestinal one, the three known viruses 
of that group being poliomyelitis, coxsackie and 
infective hepatitis viruses. From one patient 
(Puspalata) in Jamshedpur coxackie A virus was 
isolated but this was not considered as aetiologi- 
cally related, as antibody against this virus was 
found fairly distributed among the local popula- 
tion, including some of the probable cases of en- 
cephalitis. 


ARTHROPOD VECTORS 


On the hypothesis that the virus might be 
arthropod-borne it was decided at the outset to 
try control measures against insects. For this 
purpose the town was divided into two sectors— 
experimental and control. Three contiguous loca- 
lities namely Kadma, Sakchi and Northern Town, 
with 11,515 houses and 96,559 population were 
selected for spraying with gammexane p. 520 
(50 per cent water wettable powder of benzene 
hexachloride) and the other part of the town with 
a population of 155,060 was left unsprayed. The 
results obtained after 4 months of work revealed 
that the insecticidal measure adopted had no effect 
on the incidence of encephalitis, the number of 
cases coming to the hospital from the two sectors 
being not significantly different. The results of 
case to case analysis according to the date of spray- 
ing have been tabulated. 


Table 8 shows the number and nature of cases 
admitted into the hospital from the sprayed and 
unsprayed houses during the same period, i.e., 


spraying Total cases from 
Total cases report- unsprayed areas 


Total of ed from the un- including those 


Within Between Between Between Between reported sprayed houses onorted within 4 


Same day 515 1630 31-50 5070 cases during the same 4... from the 
4 days between riod : 
days days days days neue pe sprayed area 
avs 


Cases ending fatally 0 
Cases recovered ... 0 
Probable cases 4 
Possible cases 5 


Total 


Doubtful cases 


Grand Total 


— 
sow 
= 


2 
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during July and August, 1954. The ratio of the 
fatal and recovered cases from the unsprayed 
houses to those from the sprayed houses was 31 :3 
(i.e., less than 9 per cent). The same for the 
probable cases was 28:7 (20 per cent), for the 
possible cases 101 :43 (30 per cent), and for all 
cases including the doubtful ones was 176:45 
(20°3 per cent). Excluding the possible and 
doubtful cases the ratio becomes 59:10 (14°5 
per cent). From these data the conclusion de- 
rived by other workers is not factually supported. 
Again, of the 53 cases reported from the sprayed 
houses as many as 19 cases (37°2 per cent) were 
reported more than one month after the spraying 
operation. The proportion is still bigger (40°6 
per cent) if the doubtful cases are also taken into 
account. In other words, only a few authentic 
cases came from the sprayed area. Even so, it 
does not, however, prove that the insects were 
aetiologically connected. 


DISCUSSION 


Several questionnaires may be posed which are 
involved in the solution of this outbreak, namely, 
the nature of the disease, its aetiology, epidemio- 
logy and the effective methods of treatment. 


From the signs and symptoms and other 
clinical features noted among both fatal and non- 
fatal cases and their similarity with the clinical 
features of some of the known types of encephali- 
tis such as Japanese B, Murray Valley, St. Louis, 
equine encephalomyelitis etc. there was little 
doubt that the disease was clinically a form of 
encephalitis. But several special features were 
noted namely, (i) Infants and children, who were 
otherwise healthy were more commonly affected 
than the adults and the disease proved fatal to the 
younger age groups. ‘The nervous symptoms like 
tremors, twitchings, convulsions and coma were 
seen only amongst them. ‘They are, however, 
prone to such symptoms in any acute infection 
with high temperature. (ii) No actual paralysis 
was noted either in the fatal or non-fatal cases. 
(iii) In the severe and earlier cases an increase in 
the total leucoyte count ranging between 10-46,000 
per c.mm. was noted. This increase showed dual 
character, being either neutrophilic or lymphocytic 
type. The severe cases were predominantly neu- 
trophilic. (iv) There was no significant change 
in the C.S. fluid except reduction of sugar in some 
cases. (v) Hypoglycaemia of dangerously low 
order was noted in half the fatal cases. (vi) At 
least three types of clinical cases have been noted. 
The simultaneous presence of more than one viral 
infection was not however, unlikely. In fact, not 
less than 10 cases diagnosed as poliomyelitis 
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(Chari and Swamy, 1955) were also admitted into 
the hospital during the same period. But so far, 
the relationship between the Jamshedpur encepha- 
litis and anterior poliomyelitis could not be estab- 
lished and the appearance of both the diseases 
about the same time seemed only a coincidence. 
The relapsing and the mild types occurred mostly 
in adults and older children and caused no fatality. 
It is not known whether the relapsing type of 
temperature was noted in any other encephalitis 
and unlike the saddleback type of temperature in 
dengue the two peaks of the temperature were 
separated by complete remission for 1-4 days. 

It may, however, be mentioned here that 
Debré and Thieffry (1955) described a ‘‘diphasic”’ 
type of onset in poliomyelitis. According to them 
in certain cases following an initial febrile attack 
and an initial minor illness there is a period of 
apyrexia and apparent recovery ; next comes a 
second attack coinciding with the onset of more 
definite phase of major illness or ‘invasion phase.’ 
But what was observed in the Jamshedpur 
encephalitis seemed different from this experience. 
The above two clinical types have been included 
in the list of cases on the following grounds: 
(1) simultaneous appearance of severe, relapsing 
and mild cases in the same family ; (ii) these cases 
were otherwise undiagnosed and were coming off 
in large number, i.e., much in excess of what was 
the normal experience of previous years; and 
(iii) one and the same virus infection may cause 
relatively mild and rather nondescript illness as 
well as the fulminating attacks very often termi- 
nating fatally. As expected, the mild cases were 
much more numerous than the severe cases. The 
proof of this however lies in the isolation of the 
infecting agent itself from them or in the detec- 
tion of specific antibodies in their blood sera. 
None of these has so far been successful. The 
total number of cases likely to be encephalitis, 
sorted out after due scrutiny, comes to 430. 

According to Khan (1954), the disease was a 
new entity, the like of which he had not seen 
during the previous 6 years of his stay in Jamshed- 
pur, but though rare he did not deny the existence 
of stray cases of encephalitis previously admitted 
into the hospital. The investigation, however, 
showed that in certain areas, particularly in the 
two old and congested areas of the town, namely, 
Bistupur and Sakchi, inspite of high incidence, 
the fatal cases were very few compared to the other 
areas (Table 6), the number of deaths recorded 
being only one and two respectively among 46 
accepted cases in each of the above two areas. This 
may be due to the existence of some low endemic 
foci in these two areas causing certain amount of 
herd immunity. No death was also noted in 
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Mohulbera, Bhuadih and Telco areas among 13, 
9 and 7 cases respectively reported from those 
places. 

The general epidemiological features of this 
outbreak were, occurrence of large number of 
cases within relatively short space of time, wide 
distribution of cases simultaneously over the en- 
tire town area of 30 sq. miles, affection of all age 
groups and both sexes with fatality confined to 
children below 15 years of age, the brunt parti- 
cularly falling upon the lower age groups, occur- 
rence of multiple cases in 10 per cent of the fami- 
lies though actual cross-infection was not noted in 
the hospital cases, increased incidence in families 
with larger number of children and family size 
(overcrowding), indication of acquired resistance 
of the adult population by the absence of deaths 
among them, differential fatality rates in different 
areas of the town suggesting low endemicity of 
the disease etc. These considerations led to the 
conclusion that the disease was infective in origin 
though direct man to man transmission might not 
have been occurring. The high fever and hypo- 
glycaemia seen in certain severe cases could as well 
be due to certain toxic elements of chemical and 
even of bacterial origin. The epidemiological find- 
ings do not, however, fit in with this hypothesis of 
bacterial toxin although the toxic or incidental 
encephalitis occurring mostly in children as com- 
plication of bacterial infection has been reported 
in the literature. 

In regard to the nature of this infection in- 
vestigation revealed no evidence of any bacterial, 
protozoal, or metazoal infection in the blood, urine, 
faeces and cerebrospinal fluid of any of the patients 
suspected of encephalitis. Repeated examinations 
of the clinical material obtained from them proved 
sterile and the serological tests carried out against 
S. typhi, S. paratyphi, Proteus OX 19, OXK and 
OX,, B. abortus, and B. melitensis were also nega- 
tive. Blood inoculation tests in animals showed no 
evidence of leptospiral or rickettsial infection 
(Khan, 1954). It is also true that extensive bacte- 
riological examination has not been done to cover 
such an infection as obscure shigellosis nor the 
exploration was conducted equally in all causes 
admitted into the hospital. Even so, it is difficult 
to fit in the hypothesis of bacterial infection with 
the epidemiological findings. On the same grounds 
Ekiri, a type of fatal disease reported in Japan 
by Dodd et al (1949), cannot be fitted in. Besides 
there was no evidence of calcium depletion as test- 
ed in a few cases by Chari and Swamy (1955). 
Non-response of fever and other clinical conditions 
to various drugs and antibiotics and recovery of 
majority of cases without administration of these 
substances also cast doubt about infection with 
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any known bacterium or protozoon. ‘Thus by 
process of elimination, laboratory investigation 
and therapeutic trials and on account of the simi- 
larity of certain clinical features with the other 
known virus encephalitides the disease was con- 
sidered to be of viral origin. 

Unfortunately serious and concerted attempts 
failed to isolate the virus which could be defi- 
nitely established as aetiologically related. It must 
be stated in this connection that no autopsy mate- 
rial was available for testing except in a single 
case. No gross pathological changes (both macro 
or microscopic) were, however, detected in the 
brain, liver, kidney, spleen etc. and no virus was 
isolated by inoculation of these material into the 
various experimental animals. There was also no 
glycogen depletion in the liver (Chari and Swamy, 
1955). 

Coxsackie virus group A type 4 was isolated 
from the stool of one patient by the V.R.C.L. and 
subsequently from a few other patients also. Also 
neutralisation tests in infant mice with six different 
immunological types of coxsackie group A virus 
showed that infection with each of these types had 
been.rampant in Jamshedpur but none of the types 
was considered responsiblet for the Jamshedpur 
outbreak (Kerr, 1955). 

According to Iyer (quoted by Khan, 1954) of 
the Neuropathology Unit of the Indian Council of 
Medical Research, hypoglycaemia might be the 
cause of twitchings, tremors or convulsions as well 
as of the polymorphonuclear leucocytosis as seen 
in certain severe cases. But it may be pointed out 
that not in all hypoglycaemic cases the leucocytic 
response was neutrophilic. In some cases it was 
lymphocytic. Secondly, the twitchings, tremors 
or convulsions were present in cases which showed 
hypoglycaemia and thirdly, these symptoms 
appeared almost at the very outset of the disease ; 
fourthly, it was not a constant feature in all the 
severe cases and even in those in whom it occurred 
it was found rather unstable or fluctuating. It 
therefore seems that the condition of hypoglycae- 
mia was rather the effect of the disease and of the 
convulsions and twitchings rather than their cause. 
It is true that in those patients in whom the con- 
dition was present it caused a very adverse effect 
on their life and in such cases administration of 
glucose parenterally was likely to prove beneficial 
as a remedial measure. 

In 5 per cent of patients there was sugar in 
the urine indicating renal leak and in certain cases 
this renal leak became apparent after the admini- 


+ In the latest annual report of V.R.C. for the period 
ending Nov. 30, 1955 it is mentioned that four acute sera 
and seven contact sera showed neutralisation antibodies 
against coxsackie B, virus. 
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stration of intravenous glucose. This might be 
due to the unusually high blood sugar remaining 
unutilised or to the possible damage to the kidney 
or to the physiological derangement brought about 
by the infection itself and so albumen in the urine 
samples of more than 13 per cent of patients might 
not be simple febrile albuminuria, as some of the 
workers think. 

The preliminary investigation revealed that the 
common insects in the affected houses were flies, 
mosquitoes and sand-flies, and the slow distribu- 
tion at the early stages was also suggestive of 
some arthropod being possibly involved. While 
the water supply in the town consisted of piped 
filtered water coming originally from a lake reser- 
voir a few miles north of the town, the suburbs 
from which the cases also were coming obtained 
their supply from shallow wells and the border 
areas partly from the town source aad partly from 
the surface wells. Moreover, all the known virus 
encephalitis cases previously discovered have been 
arthropod borne (Hull, 1955). 

It was assumed that an arthropod was involved 
in the transmission of the infection and accord- 
ingly all workers at the initial stage of the investi- 
gation agreed to work on that hypothesis. ‘The 
cominon types of arthropod found in the town of 
Jamshedpur and the variation in density caused by 
spraying operations are given in Table 9 (Khan, 
1954 ; Chari and Swami, 1955). 

TABLE 9—SHOWING THE TYPES OF ARTHROPODS FOUND IN 
JAMSHEDPUR AND THE VARIATIONS IN DENSITY DUE TO 
SPRAYING WITH GAMMEXANE 


June-July Sept.-Oct. 
unsprayed unsprayed 
Type of arthropod _ 
No. per No. per No. per 
man hour imanhour man hour 


Sprayed 


Anopheles culicifacis 0-7 0-8 0-2 
pallidus 0 + 
stephensi 01 0-2 0 
subpictus 6°5 47 1-4 
vagus 0-1 1:8 0-4 
Aedes egypti 1-7 2-0 0-2 
»  pipersulatus 0 + + 
Culex fatigans 1-8 48 0-4 
»  gelidur + + + 
»  tritaeniorhyn- 
chus 0-5 0-7 0-6 
Total of all mosqui- 
toes 11-5 14-9 3-4 


Phlebotomus papa- 
tasii and P. minutus 


var antennatus 55 78 + 
Trombicula deliensis 
B. dellonyssus bursa + + ? 


." density less than 0:04 per man hour. 
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Among the arthropods found Aedes egypti and 
Culex tritaeniorhynchus have been associated 
with encephalitis—the former with encephalitis in 
Brazil and Uganda and the latter with Japanese 
B, being least affected by spraying (Table 9). 
But not necessarily any of these should be 
the vector in Jamshedpur. However, there 
were plenty of potential vectors in that 
town. According to the Poona V.R.C. workers 
spraying operations created no impression upon 
the course of the epidemic although the densities 
of mosquitoes and of sand-flies were very much 
reduced in the sprayed houses. At one stage 
the workers, however, thought that the sand- 
flies might be aetiologically related. The analysis 
of the dates of admission of cases in relating to 
the dates of actual spraying operation (Table 8) 
shows that there was a significant difference in the 
admission of cases from the sprayed and unsprayed 
areas (20:80 for all types of cases and 88:91°2 
for typical cases). Moreover, 37 per cent of the 
reported cases from the sprayed area came in more 
than one month after the spraying operation and 
it will be seen from Table 9 that the arthropods 
also began to reappear and were not completely 
annihilated at any time. The mere fact of irre- 
gular distribution of these arthropoda in the town 
should not entirely rule out the possibility of any 
one of them playing the role of a vector, nor the 
failure of isolation of any virus from any one of 
them should be interpreted as absence of virus in 
them. It may be that the same difficulty operated 
in case of isolation of virus from the arthropod 
vectors as from the human cases. Perhaps, some 
more consideration was necessary for the collection 
and examination of mites and ticks. ‘The final 
curve of the epidemic may fit in as much with 
the arthropod-borne epidemic as with the polio- 
myelitis curve of an endemic area (Debré and 
Thieffry, 1955). From these various considerations 
it should be seriously considered whether at this 
stage when no virus could be isolated from any 
source, human, animal or insect, it would be wise 
to completely ignore and discard the arthropods, 
should the disease reappear. 

It is premature to discuss the reservoir of virus 
before the vector or mode of transmission is defi- 
nitely known. However, on the assumption that 
the transmission factor might simulate the other 
known varieties of encephalitis, search for the re- 
servoir was made by the V.R.C.L. workers among 
domestic animals, fowls and birds (crows, pigeons 
etc.) but they have not reported any success as 
yet. Information collected in the fields shows that 
at least a third of the affected families had cattle, 
a lesser number had goats and a still less number 
was keeping fowl, pigeons, dogs and cats. In any 
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case, in a congested town like Jamshedpur, if any 
of these animals or birds were acting as reservoir, 
its presence in every affected family was, of course, 
not needed. 

The workers of V.R.C.L. suggest that the 
disease is caused by an ‘“‘intestinal virus’’ trans- 
mitted much the same way as the polio virus. 
According to this hypothesis, the virus should 
gain entrance into the system through the gastro- 
intestinal channel and necessarily water, food or 
drinks are most likely to be involved. Epidemio- 
logical investigations do not however, reveal or 
suggest any of these items to be the possible 
vehicle of infection. No items of food except milk 
came under suspicion but there were large number 
of persons who became probable or possible cases 
who did not have milk, and some purely breast- 
fed babies also became victims along with the 
other babies who were having cow’s or goat’s milk 
in addition to their mothers’. Water was another 
vehicle which could be suspected. The town 
having a purified piped water supply the possi- 
bility of its contamination though little was not 
investigated. Secondly, the period of the out- 
break was so prolonged that continued or repeated 
contamination with the infecting virus has to be 
assumed. Furthermore, cases also arose in the 
areas not supplied with this piped water but using 
different water sources. It also raises the question 
whether the water supply of other towns and cities 
in which the disease subsequently appeared could 
have been similarly contaminated. 

Certain parts of the town and outside areas 
have the bucket type of latrine for disposal of 
night soil and in the outskirts people were using 
the open fields as well. Flies were also fairly 
abundant. If the virus was discharged in the 
faeces and urine there was a possibility of the 
domestic flies carrying infection mechanically and 
infecting food, but even so it does not explain the 
whole outbreak and particularly the cases arising 
among the breastfed babies of healthy mothers 
and amongst people of the area provided with 
flushed latrines. However, the flies were not 
examined for isolation of the virus. In any case, 
whatever may be the mode of infection it must be 
equally applicable to various other places and 
towns from where the cases were subsequently 
reported. 

In a certain number of cases, particularly in the 
less severe ones, nasal catarrh and/or sorethroat 
were noted at onset. In fact, while discussing the 
matter with the local practitioners they laid stress 
on the large number of sorethroat cases which they 
came across in their practice particularly during 
the initial period of the epidemic in June and July 
1954. The objection raised against this droplet or 
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aerial transmission was the absence of cross-infec- 
tion in the hospital wards and paucity of multiple 
cases. The final analysis of the data shows that 
multiple cases were present in at least 10 per cent 
of the families and there is an association with 
overcrowding. Even so, multiple cases might also 
occur if the infection is gastro-intestinal or insect- 
borne. It is also possible that some multiple cases 
have been missed due to subclinical infection. 
The absence of cross-infection in the hospital 
may be explained by the hypothesis that the in- 
fective period may be very short in the early part 
of manifestation of symptoms or even during the 
incubation period and by the time the patients 
were sent to the hospital the virus got fixed result- 
ing in the cessation of the infectivity status of the 
patient. Besides, cross-infection even in highly in- 
fectious diseases is uncommon in modern hospitals. 
Another point is that even though the virus may 
be recovered from the faeces the portal of entry 
may not necessarily be oral. For instance, the 
Japanese and the Russian workers state that the 
virus of Japanese B encephalitis can be recovered 
from blood, C. S. fluid and even urine, faeces or 
saliva (Olitsky and Casals, 1948). Thus, the 
possibility of this mode of infection might also be 
kept in mind, as this might better explain, at the 
present state of our knowledge, the almost simul- 
taneous or successive outbreaks in several towns 
of Madhya Pradesh, Bihar, U.P., Punjab and 
Delhi, taking the recent observations about pre- 
sent day knowledge of influenza in the analogy, 
as a long term periodic phenomenon. 

Without the definite knowledge about the 
aetiology and modes or vectors of transmission no 
definite answer can be given to this question. This 
must await further investigation in future. In the 
meantime it may not be wise to entirely rule 
out insects as the possible vector till a definite 
source is discovered and as long as the above 
factors are not successfully defined, environmental 
sanitation measures should continue to remain as 
the sheet anchor of control measures. 
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VIRUS ENCEPHALITIS 
(A Clinical Study of 106 Cases) 


K. N. GOUR, M.D., M.R.c.P. (EDIN.), F.R-F.P.S.G., 
D.C.H. (ENG.), D.P.H., 


S. N. Hospital, Agra. 


Encephalitis is a general term and refers to any 
inflammation of the brain which can be caused in 
multitudinous ways, as for example, by bacteria, 
virus etc. The present study relates to the cases 
of virus encephalitis admitted in the S. N. Hospi- 
tal, Agra, in the year 1954. 


HISTORICAL 


No satisfactory date can be given from which 
the virus started affecting human beings. But 
there is no doubt that the virus has caused encepha- 
litis both in the epidemic and sporadic forms from 
time to time. 

Epidemics of this type have been known to 
occur in Japan since 1871 but it was only since 
the epidemics of 1912, 1919, 1924, 1929 and 1935 
that actual study has been carried out. This was 
designated as Japanese B encephalitis. It was in 
the summer season that a large epidemic occurred 
in 1924, when there were 7000 cases and the mor- 
tality was 60 per cent. 

Similar epidemics were reported successively 
from Australia, St. Louis, Balkans, Western 
Europe, Italy, Russia, Central Africa and Kenya, 
Argentina, Brazil, Germany, Sweden etc. 

In India an outbreak was reported in Bengal 
(Chatterji et al, 1945). In May and June 1954, an 
outbreak was reported in Jamshedpur, Lucknow 
and in Delhi towards the last week of July and in 
parts of Uttar Pradesh in August. 

In Agra, sporadic cases were noted since 1941, 
but from January 1954, the incidence increased as 
compared to the previous years, and the highest 
incidence was seen in the months of August and 
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September 1954 amounting to a mild epidemic 
and a recrudescence occurred also in the month of 
November 1954. 


AETIOLOGY 


Seasonal incidence—It is evident from Fig. 1 
that cases have been coming practically in all 
seasons, though the incidence has been high in 


WO. OF CASES 
a 


MONTHLY ‘NCIDENCE 
FIG. 1—SHOWING MONTHLY INCIDENCE, 


August, September and November 1954. The in- 
cidence was low from February to July 1954. It 
might be mentioned that the cases admitted in 
July came towards the latter part of this month 
and the incidence rose after a period of drought 
and a long spell of hot weather. 

Age and sex incidence—No age was found to 
be exempt in this series. Cases have occurred from 
early infancy upto above 40 years (Fig. 2) but 
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the incidence was highest at 1-5 years. Out of 106 
cases the total number of cases between 1-5 years 
was 45 and below 10 years 75. This means practi- 
cally two-thirds of the cases occurred below 10 
years of age, 3 cases occurred above 40 years 
(Fig. 2). Out of 160 cases, 65 were males and 41 
females giving a ratio of approximately 3:2. In 
a series previously reported, the same proportion 
was found (Fig. 3). 


° 
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FIG. 3—SHOWING SEX INCIDENCE. 


Social status—No two cases were admitted from 
the same family though a few cases were admitted 
from the same ward or mohalla in the town. For 
some time it was not possible to isolate the patients 
in a separate ward for encephalitis and they were 
admitted in the general wards where cases of other 
diseases had also been admitted. No case was 
found to have occurred due to cross infection in 
the ward and no attendant, nursing staff or doctors 
contracted this disease. This shows that cross in- 
fection did not play an important part in the 
aetiology of the disease. 


CLINICAL FEATURES 


Onset—The onset of the disease was sudden 
in about 60 per cent of cases and insidious in 40 
per cent. In the cases where there was a sudden 
onset the usual history available was a high tempe- 
rature of 104°-105° or even 106°F. coming on 
suddenly with vomiting, headache, diarrhoea, 
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convulsions etc. Cases who showed gradual onset 
suffered for a few days with slight rise of tempe- 
rature, headache, vomiting, mental irritability and 
lack of interest in their surroundings or asthenia. 
Gradually the temperature rose and _ listlessness 
became more marked, convulsions resulted or the 
patients became unconscious. 


Symptoms and signs—In the present series 
fever was present in 99 cases, the temperature 
ranging from 102°F to 105°F. ; in a few cases 
it rose upto 106°F and in some it was accom- 
panied by rigor. All the three types of fever— 
continuous, remittent or intermittent—-were met 
with. 

The incidence of symptoms and signs are shown 
in Tables 1 and 2 respectively. 


TABLE 1—SHOWING INCIDENCE OF SYMPTOMS 


Symptom Percent Symptom Per cent 


Fever Inability to speak ... 
Convulsions Delirium 
Unconsciousness Rolling of eyes 
Diarrhoea - Pain body and neck 
Restlessness Insomnia 

Cough Hiccough 
Twitchings Diplopia 
Constipation Partial deafness 


Taste 2—SHOWING INCIDENCE OF SIGNS 


Sign Per cent Sign Per cent 


Rigidity of neck ... 499 
Positive Kernig ... 
Extensor plantar ... 24-5 
Exaggerated deep 

jerks 
Congestion of lungs 103 


Absent deep jerks 
Rigidity of limbs 
Constricted pupils 
Pupils non-reacting 
Cyanosis 
Tachycardia 


In this series the cases were classified into three 
types depending on the onset and severity of the 
signs and symptoms. 

1. Fulminating cases where the onset was 
sudden, with high temperature of 105°-106°F., 
vomiting, convulsions, restlessness, mental apathy, 
coma and death within a few hours. 

2. Severe cases where the onset was fairly 
sudden, with temperature of 102° to 104°F., 
headache, vomiting, restlessness, mild delirium. 


; 
6 | 
ty 
47 
47 
4-7 
3:8 
38 
19 
19 
0-94 
0-94 
47 
38 
= 2:8 
28 
| 28 
ia 


386 VIRUS ENCEPHALITIS—GOUR 


3. Mild cases where the initial symptoms were 
those of slight temperature, headache, occasional 
vomiting, listlessness etc. 

Unusual symptoms—Certain unusual symptoms 
were noted in some cases. They were: hemi- 
plegia (1°9 per cent), paraplegia (1°9 per cent), 
paralysis of 3rd cranial nerve (0°94 per cent), 
choreiform movements (2°8 per cent), verbal 
aphasia (4°7 per cent), dimness of vision (1°9 per 
cent), hallucination and delusions (3°8 per cent), 
difficulty of swallowing (1°9 per cent) and jaundice 
developed in 2 cases (1°9 per cent). It might be 
noted that some of the cases of virus encephalitis 
came with the symptoms of the unusual type which 
have just been mentioned ; as for example, two 
cases were admitted with hemiplegia which 
suggested in the beginning, an attack of cerebral 
thrombosis but on clinical examination and sup- 
ported by bacteriological examination the cause 
was found to be virus encephalitis. 

With the institution of antibiotic therapy the 
general condition improved, the temperature 
declined and along with that the hemiplegia also 
cleared up. Similarly in two cases in which para- 
plegia was the presenting symptom it improved 
with the improvement of the general condition. 


In two cases jaundice resulted during the 
course of treatment. It cannot be said with any 


certainty whether the jaundice was due to the 
same virus causing encephalitis and also injuring 
the liver, which resulted in a hepatitis or a diffe- 
rent virus altogether was responsible for causing 


the jaundice. It might also be argued that the 
antibiotic treatment might have been responsible, 
for causing the jaundice, for both these patients 
were on tetracycline therapy. But no other case 
where tetracvcline had been given for the treatment 
of other diseases in other wards did develop 
jaundice. 


LABORATORY INVESTIGATIONS 


Blood—Total W.B.C. count was done in 102 
cases. Leucocytosis above 12,000 per c.mm. was 
present in 47 cases. Total W.B.C. count between 
9,100 and 12,000 per c.mm. was present in 34 cases 
and in 21 cases the count was below 9,000 per 
c.mm. There was polymorphonuclear leucocytosis 
in 53 cases and lymphocytosis in 14 cases. Widal 
reaction was also done in a few cases with nega- 
tive results. The routine and cultural examina- 
tion of blood, urine, and throat swab and ordinary 
examination of stool, all gave negative results. 


Cerebrospinal fluid—Cerebrospinal fluid was 
under tension in most of the cases. Cell count 
was between 21—50 cells per c.mm. in 29 cases 
and above 51 cells per c.mm. in 10 cases. In one 


J. INDIAN M. A., VOL. 26, NO. 10 


case, the highest recorded was 380 cells per c.mm. 
The nature of the cells was not studied. In 60 
cases sugar was on the higher side of normal, in 
33 cases it was average normal and in 5 cases it 
was decreased, but it was never absent in any case. 
Chloride was normal in 70 cases and low in 28 
cases. Protein was normal in 35 cases and high 
in 63 cases. The C.S.F. culture, gave negative 
results. 


TREATMENT 


Before the year 1954 all the cases which had 
been admitted were treated with sulphonamide 
and penicillin. These two drugs were not very 
useful in the treatment of this disease. Three 
antibiotics, viz., aureomycin, oxytetracycline and 
tetracycline were tried. These drugs were 
usually given orally, except when the patients 
could not swallow oxytetracycline and tetracycline 
which were then given parenterally. 


Aureomycin was given to 10 cases with satis- 
factory results in 6 cases. Three expired and one 
was left with legacies, the average period in which 
the patients showed a good response was 3°2 days. 


Oxytetracycline was given singly in 19 cases, in 
7 cases intramuscularly, in 12 cases orally and in 
13 cases both by injection and by mouth. 


Tetracycline was used in 45 cases. Thirtysix 
cases improved and 9 died, the average time re- 
quired for response was 2°75 days. It is note- 
worthy that in one case in which aureomycin was 
first given, it initially brought down the tempera- 
ture to normal but failed to control it subsequently 
but a remission followed within 48 hours after 
administration of tetracycline. 


A comparative account of the results obtained 
with antibiotics is given in Table 3. 


TABLE 3—SHOWING THE RESULTS OF TREATMENT WITH 
ANTIBIOTICS 


Days by 
Expired which temp. 
came down 


Antibiotic Cured 


45 36 (800%) 9 (200%) 2-75 


Tetracycline 
Oxytetracycline 
Injections 
Capsules eq 
Injections and 
capsules 
\ureomycin ad 


3 (42:8%) 4 (578%) ? 
7 (58:3%) 5 (41-69%) ? 


6 (462%) 7 (538%) 28 
6 (60:0%) 3 (30-0%) 3-2 


* 1 case left with legacies. 
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talking of Panaceas 


We do not claim that 
TETRACYCLINE 
is the panacea for all ills, but 


We do claim that 


TETRACYCLINE Fortified (Dumex) is an 
ideal combination of Tetracycline with 
vitamins. During infection, vitamin 
deficiency may occur adversely affecting 
antibody formation, body resistance and 
tissue repairs. Fortifying oral Tetracycline 
therapy with vitamins increases resistance 
to infections, aids antibody formation, 
helps tissue repair, prevents complica- 
tions and helps convalescence. 


We do claim that 
TETRACYCLINE Intramuscular (Dumex) 
obtains effective therapeutic blood levels 
when oral therapy is not practicable. 


We do claim that 
TETRACYCLINE Ojintments (Dumex), 
Ophthalmic and skin are best suited for 
local treatment of superficial infections in 
wounds, abrasions and for prophylaxis 
in post-operative surgery. 


Composition & Packings : 
Each capsule of TETRACYCLINE 
FORTIFIED contains : 
Tetracycline HCL cryst. 250 mg.; Vitamin C 
80 mg.; Vitamin K 0.55 mg.; Vitamin Bi 
10 mg.; Vitamin B2 5 mg.; Vitamin Be 
1 mg.; Vitamin Bi2 | mcg.; Niacinamide 
50 mg.; Cal. Pantothenate 6 mg., Folic 
Acid 0.4 mg. 
Bottles of 4, 8 and 100 capsules 
Each vial of TETRACYCLINE INTRA- 
MUSCULAR contains: 
Tetracycline HCL cryst. 100 mg.; Procaine 
HCL 40 mg. 


Single dose vials 


DUMEX PRIVATE LIMITED, WAVELL HOUSE, BALLRAD ESTATE, BOMBAY-I 


Each gm. of TETRACYCLINE OINTMENT 
contains : 

Ophthalmic—Tetracycline HCL cryst. 5 mg. 
—3 gm. Collapsible tubes. 


Skin—Tetracycline HCL cryst. 30 mg. 
— 15 gm. Collapsible cubes. 
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for Anaemias & 
General Debility etc. 


Each c.c. mixed solution (1c. ¢. from each) 


VITAMIN Bi2... 50 ug. Vitamin B) ............... 25 mg. 
FOLIC ACID 100 mg. 


SUPPLIED 2 VIALE Betain H. Citrate. ..... 25 mg. 
7o ENSURE THE STABILITY Procain Hcl. ....... 1 -  Chlorobutol as preservative 0°5% 


=| UNICHEM LABORATORIES, BOMBAY 26. 


For the Medical Profession’ only. ‘lili 
* 
Disorders of the Liver) 
and Gall - bladder 
for the treatment of 
HAEMORRHOIDS 
HERBOLAX aia, sate 


TABLETS 


THE HIMALAYA DRUG CO., 251, Hornby Road, BOMBAY | 
MAKERS OF THE WORLD'S PIONEER HYPOTENSIVE—SERPINA 


Distributors for West Bengal and Assam : M/S. DEY'S MEDICAL STORES PRIVATE LTD., 6/2 B, Lindsay Street, Calcatta-16, 
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FATALITY 


Thirtyeight cases out of 106 cases expired giving 
a fatality rate of 36 per cent. The fatality in the 
different age groups is shown in Fig. 4. Of the 
fatal cases 63°2 per cent expired within 12 hours 
of admission and 36°8 per cent after 12 hours. This 
shows that the first group did not get a chance 
to get the dose of the antibiotic in adequate con- 
centration. 


ZY CURED 
RELIEVED 
DISCHARGED 
S 20 
$ 
Ss 
2 
10 
AGE GROUPS 
Fic. 4—SHOWING RESULTS OF TREATMENT BY 
Ace Groups, 
CONCLUSION 


The cause of encephalitis has been attributed 
in this series of cases to a virus aetiology, on 
account of the changes in the blood (leucocytosis), 
blood films negative for malarial parasites, and 
negative blood culture and changes in the C.S.F. 
The C.S. fluid was generally under tension, and 
clear though with increase in the cell (lympho- 
cytic content), sugar was a bit low in a few cases, 
normal in some and on the higher side of normal 
in the majority of cases ; proteins were raised but 
the chlorides were unaffected and C.S.F. culture 
was always negative. 

It was not possible to get a postmortem done 
inspite of our best efforts. It could have afforded 
a valuable help in the understanding of pathoge- 
nesis of the disease. It is certain that the sporadic 
virus encephalitis has been occurring in our coun- 
try for several years, at least the author has been 
noticing it since 1941 at Agra. So this is not a 
new disease nor is it a mysterious one. 

Why it should appear in a mild epidemic form 
in July-August 1954 cannot be satisfactorily 
answered but probably a long spell of summer and 
drought may be an important factor. From the in- 
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cidence, having appeared increasingly with the 
onset of rains, it is very likely that some insect 
vector, e.g., mosquito or sandfly, plays an im- 
portant part in the propagation of the disease. 

The disease is not contagious as has been 
observed from these series of cases. No case was 
drawn from the same family. In the wards also 
the contiguity of the patients of this disease with 
other patients did not prove to be a factor in the 
propagation of the malady. For there was no 
attendant, relative, nurse or doctor who developed 
any sign of the disease—hence contagion does not 
appear to be an important factor in its transmission. 

Those who suffered from it came from the 
poorer or middle class families who lived in damp 
unhygienic localities in the ground floor, where 
sunshine and adequate ventilation were not avail- 
able, hence the disease appears to be associated 
with insanitary conditions. Whether the disease 
was conveyed directly to a healthy person or the 
virus which might be lying dormant in them flared 
to activity, due to the lowered vitality of the 
individual cannot be said with any certainty. 
Probably both are possible factors in the aetiology 
of the disease. 

Whether the type of virus responsible for the 
causation of the encephalitis occurring in Northern 
parts of India is the same as that of Japanese B 
or St. Louis viruses cannot be satisfactorily 
answered at this moment. With slight variations 
in the age incidence of the disease in the July- 
August mild epidemic, it is possible that the virus 
causing encephalitis might be a different one or 
at least a different strain of some known virus. 
It is suggested that it should better be designated 
Northern India encephalitis virus. 


SUMMARY 


1. A clinical study of 106 cases admitted in 
the year 1954 has been presented. 

2. There occurred an increased incidence in 
the month of August, September, November and 
January in the form of a mild epidemic at Agra. 
In sporadic cases, the seasonal incidence was not 
found of any importance. 

3. Children were mostly affected in the mild 
epidemic of July-August, 1954 whereas in the 
sporadic cases occurring since 1943 the disease 
affected persons of other ages as well. 

4. Contagion does not seem to play an im- 
portant part in the disease. There was no secon- 
dary incidence or cross infection in the wards. 

5. It is suggested that the virus may be called 
the Northern India encephalitis virus. 

6. The mortality rate came down by the use 
of antibiotics. Of the three antibiotics mentioned 
tetracycline gave the best results. 
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SPECIAL ARTICLE 


CURRENT TRENDS IN THE LABORATORY 
DIAGNOSIS OF VIRUS INFECTIONS 


S. C. AGARWAL, 


Central Research Institute, Kasauli. 


During the past decade considerable advances 
have been made in the methods for the study of 
virus infections. The advent and wide applications 
of tissue culture techniques, high speed centri- 
fuges, electrophoresis and electron microscopy 
have all provided a highly satisfactory means for 
the isolation, purification and immunologic study 
of the viruses. Generally speaking two types of 
methods are employed in the diagnosis of virus 
infections. (1) Retrospective ; consisting of a 
search for antibodies against known viruses—such 
procedures include virus neutralisation, comple- 
ment fixation and haemagglutination tests. (2) 
Prospective, consisting of the search for viruses, 
their isolation and cultivation from the blood or 
other pathogenic material from patients. 

The purpose of this communication is to dis- 
cuss and evaluate the various diagnostic proce- 
dures in different virus infections. 

Viral encephalitides—Recently a _ study of 
arthropod-borne virus infections in India was made 
under the Indian Council of Medical Research at 
the Central Virus Research Laboratory, Poona. 
Virus neutralisation tests were carried out against 
each of the 15 known arthropod-borne virus in the 
sera collected from individuals in different parts 
of South India and the results reported. (Smith- 
burn et al, 1954). In this communication anti- 
bodies against yellow fever, Bwamba fever, and 
Bunyamvera viruses were not found. Neutralising 
antibodies were, however, found against West 
Nile, St. Louis encephalitis, Zika, Uganda §, 
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Ntaya, Japanese B encephalitis, Murray Valley, 
Ilheus and Semliki forest viruses. Still more re- 
cently there was an epidemic of a type of encepha- 
litis ‘mystery disease’ supposed to be of viral 
aetiology. All attempts at isolation of the virus 
by inoculating in different animals and the demon- 
stration of antibodies against known arthropod- 
borne viruses failed. ‘Taneja et al (1955), however, 
believe a few cases to be of Japanese B encepha- 
litis, on the basis of the histopathological lesions. 
A similar outbreak was reported in Jamshedpur 
(Khan, 1954). No viruses were isolated even at 
that time. Hence the position of aetiologic agents 
of viral encephalitides in India is not yet certain. 

Poliomyelitis—The routine employed for its 
diagnosis is the clinical together with the exami- 
nation of cerebrospinal fluid. The C.S.F. shows 
a rise in lymphocytes and proteins. There is no 
change in the amount of chlorides and sugar. The 
more exact procedure is the isolation and identi- 
fication of the virus from the throat swabs and 
stools. Multiple throat swabs are considered 
better. They are- squeezed in saline, mixed with 
penicillin and streptomycin and injected bilaterally 
into the thalamus of the monkeys. To isolate the 
virus from the stools it is ground up with saline, 
filtered through coarse gauze, centrifuged, ex- 
tracted with ether, mixed with antibiotics and in- 
oculated into monkeys mostly intracerebrally, some- 
times intranasally or intraperitoneally. The in- 
oculated monkey is observed for any untoward 
symptoms. The onset of the disease is indicated 
by an early rise of rectal temperature, tremors, 
ataxia, paresis later on followed by complete para- 
lysis. It is during the early period when the 
symptoms suggestive of experimental poliomyelitis 
develop that the animal is sacrificed. Histopatho- 
logy of the spinal cord shows destruction of ante- 
rior horn cells and neuronophagia together with 
perivascular lymphocytic infiltration. 

The poliomyelitis virus is now being isolated 
by tissue culture methods. Trypsin dispersed 
monkey kidney cells are prepared and standardised 
according to Youngner (1954) to give a concentra- 
tion of about 0°4 mill. cells per c.c. These cells are 
then suspended in a mixture of Hank’s solution, 5 
per cent lactalbumin hydrolysate, sterile inactivated 
calf serum and antibiotics like penicillin and 
streptomycin. The tubes are kept slightly inclined 
5 degrees from the horizontal. Good growth is 
obtained within seven days of inoculation of virus 
infected material. This is recognised by virus 
induced cell degenerations. This technique is 
simple, economical, obviates the use of animals, 
the presence of virus is readily recognised by cyto- 
pathogenic changes and the virus yield is higher. 
Salk et al (1954) have used the colour change of 
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phenol-red as the indicator in titrating poliomye- 
litis virus or its antibody in the tissue culture 
system. This is based on the fact that the meta- 
bolic activity of normal actively growing monkey 
kidney cells in culture tubes is evidenced by a fall 
in pH. When virus is added, the cells are des- 
troyed and fall in pH halted. Lipton and Steig- 
man (1955) have used a colorimetric test for titra- 
tion of poliomyelitis virus and antibody. At present 
there are no satisfactory immunologic tests avail- 
able for identification of the poliomyelitis virus. 
Aseptic meningitis—This is caused by cox- 
sackie group of viruses in a number of cases. The 
coxsackie viruses resemble the poliomyelitis 
viruses. For the isolation of the coxsackie viruses 
10 per cent faecal emulsion is made in sterile dis- 
tilled water. This is centrifuged at 3000 r.p.m. for 
10 minutes. 5 c.c. of the supernatant fluid is then 
subjected to high speed centrifugation at 13000 
and 18000 r.p.m. This increases the yield of the 
virus about 100 times. The supernatant from the 
high speed centrifugate is mixed with penicillin 
and streptomycin and injected into each of a litter 
of new-born mice subcutaneously into the dorsum 
just below the neck or intraperitoneally. The mice 
are observed for paralysis everyday for 15 days. 
Usually if infection is present the mice come down 
in seven days’ time. Histological examination of 
the tissues shows evidence of generalised myositis. 
This group of viruses can also be isolated by adding 
the infected material to monolayer cultures of 
trypsin treated monkey kidney tissue. Positives 
are judged by cytopathogenic changes in ‘the 
cultures. Duncan et al (1955) isolated the cox- 
sackie and unidentified cytopathogenic viruses 
from the C.S. fluid by employing the tissue cul- 
ture methods in 52 cases of aseptic meningitis. 


Herpes simplex—The presence of herpes sim- 
plex virus in herpetic lesions of the oral cavity is 
shown by the demonstration of intranuclear in- 
clusions in epithelial cells of scrapings obtained 
from the gums and mucous membrane of the 
cheeks. According to Blank et al (1951) a virus 
type multinucleate giant cell is present in scrap- 
ings of the peripheral portion of vesicles in herpes 
simplex, herpes zoster and varicella. The herpes 
simplex virus can be easily cultivated on the 
chorio-allantoic membrane of the developing chick 
embryo. Immunologic tests like complement fixa- 
tion and virus neutralisation can also be carried 
out on patient’s sera. 


Mumps—The ultimate diagnosis is based on 
the clinical evidence of infection together with 
the isolation of virus (Habel, 1945), by inoculating 
a specimen of saliva and infusion broth into the 
chick embryo. Among immunologic tests comple- 
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ment fixation test is the procedure of choice. A 
rising titre has definite diagnostic value. 


Rabies—One seldom needs to use the labora- 
tory methods for diagnosing a patient of hydro- 
phobia. The clinical symptoms themselves are so 
characteristic as to clinch the diagnosis. It is only 
in rabid dogs or other animals that the diagnosis 
of rabies needs a confirmation. Usually impression 
smears are made from the hippocampal area of the 
brain at postmortem and ‘negri bodies’ are looked 
for. Because of the longer time required in their 
preparation histopathological sections are rarely 
employed for the diagnostic demonstration of 
‘negri bodies’. Further confirmation may be done 
by the isolation and identification of the rabies 
virus. It is isolated by intracerebrally inoculating 
into mice a saline suspension of glycerol preserved 
brain tissue. If rabies virus is present then the 
mice show tremor, incoordination and then flaccid 
paralysis between the sixth and eighth day. The 
mice are, however, observed for symptoms at least 
for 30 days. Their brains are later on examined for 
‘negri bodies.’ Immunologic tests are of little value 
in the diagnosis of rabies. 


Influenza—The diagnosis of influenza is made 
both by the isolation and identification of the 
virus as well as immunologic tests. The virus is 
usually isolated from the pharyngeal washings. 
Nasal washings are not good specimens. Nasal 
and throat swabs are popular with Australian 
workers. Chances of the isolation of the virus are 
much better with the throat washings. Patient 
gargles at least for three minutes, spits out in a 
wide-mouth bottle and 5 c.c. broth is immediately 
added to it. If it has to be sent to a laboratory, 
the best thing is to pack in ordinary ice, other- 
wise, inoculate the eggs immediately. Amniotic 
inoculation is best for the influenza viruses. When 
the virus has grown the amniotic fluid is harvested 
and tested for the presence of haemagglutinins. 
The presence of haemagglutinins in itself is a 
good evidence of the influenza virus but the better 
thing is the demonstration of haemagglutination 
inhibiting antibodies‘ and typing the strain with 
various antisera. The complement fixing and 
haemagglutination inhibiting antibodies appear as 
early as the 5th or 6th day and persist in low 
titre upto a year or more. Both the acute phase 
serum (before sixth day) and convalescent serum 
(10th to 14th day) are collected and tested for com- 
plement fixing antibodies. For diagnosis it is 
necessary to demonstrate a fourfold rise in comple- 
ment fixing antibodies in convalescent serum. 


Virus pneumonia—The causative virus has not 
been isolated. The possibility of streptococcus 
MG. being an aetiologic agent has not been 
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entirely given up. The reproducibility of the 
disease by using bacteria-free filtrates strongly 
supports the virus hypothesis. There are two 
laboratory methods which are useful in its diag- 
nosis (1) Cold haemagglutination test (ii) Agglu- 
tination for streptococcus MG. 


Laurell (1948) studied 112 cases of suspected 
primary atypical pneumonia which showed a posi- 
tive cold agglutination reaction. He found that 
the earliest positive cold agglutination reaction 
was obtained from 8th—28th day, majority occur- 
ring in 2nd and 3rd weeks. The maximum titre 
was obtained from 10th day onwards to 4th week. 


Psittacosis—The clinical manifestations of 
psittacosis are not sufficiently characteristic to 
enable diagnosis through them alone. The isola- 
tion of the virus from the blood or sputum is a 
tedious procedure and not easily achieved. 
Between 1945 and 1953, 481 specimens of clinically 
and serologically proved cases of psittacosis were 
examined and only 4°7 per cent yielded a viral 
agent. The test of choice is usually the comple- 
ment fixation test. It must be stressed that only 
an antigen prepared from yolk sac infected with 
a psittacosis strain should be used. The antigen 
prepared from the fertile eggs infected with the 
L.G.V. virus or commercial ‘Lygranum’ should 
not be used. At present the complement fixation 
test carried out with the antigens of uniform 
potency on acute and convalescent serum is the 
only quick and simple means available for making 
an early diagnosis of psittacosis. A diagnostically 
significant titre may not be reached until the thir- 
teeth day of convalescence. A rise in the titre of 
complement fixing antibodies in the convalescent 
serum is much more important. 


Lymphogranuloma venereum—The methods 
used in the diagnosis are (i) microscopical exami- 
nation of the bubo pus for elementary bodies, 
(ii) pathological examination of granulomatous 
lesions for the presence of stellate abscesses, 
(iii) complement fixation test with the L.G.V. 
antigen, (iv) skin sensitivity test with Frei antigen. 
It may, however, be stated that the elementary 
bodies are usually difficult to recognise with cer- 
tainty in the bubo pus. Regarding complement 
fixation and the Frei test, Bedson et al (1949) con- 
cluded that the titres of 1 in 32 or over in the com- 
plement fixing antibodies made with steamed 
lymphogranuloma venereum virus and the sera 
from patients in whom the clinical findings are 
compatible with the diagnosis of lymphogranuloma 
venereum -suggest active infection with L.G.V. 
virus. The Frei test indicates only infection with 


a virus of psittacosis-lymphogranuloma group of 
viruses. 


A positive Frei test with a positive com- 
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plement fixation test of 1 in 16 or over is a good 
evidence of active L.G.V. infection. 

Trachoma—The ultimate diagnosis of trachoma 
is made upon the clinical picture assisted by the 
finding of cytoplasmic inclusions in the epithelial 
cells. For this purpose the epithelial scrapings 
usually from the upper tarsus or expressed 
trachoma follicle material is obtained and stained 
for elementary bodies. So far no immunologic tests 
have been developed for the diagnosis of trachoma. 
Recently conjunctival grafts have been done in the 
chorio-allantoic membrane. 

Smallpox and chickenpox—The early diagnosis 
of smallpox can be made from the following tests : 
(i) Microscopical examination of scrapings from 
the base of the skin lesions for elementary bodies, 
(ii) complement fixation test to detect either the 
antigen or the antibody in the patient’s blood ; 
(iii) virus culture on the chorio-allantoic membrane 
of fowl’s eggs, the inoculum being the blood in 
first two or three days of illness or material from 
the eruptive lesions on the skin. In the comple- 
ment fixation test a varicella antigen is always 
included as a negative control. The complement 
fixation test distinguishes variola-vaccinia group 
from varicella, herpes zoster, and herpes simplex 
but not variola from vaccinia. It is possible to 
differentiate between variola and vaccinia by in- 
oculating blood or scrapings from skin lesions on 
to the chorio-allantoic membrane. In _ varicella 
there is no growth while in variola and vaccinia 
there are distinct and distinguishable lesions. 
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VIRAL ENCEPHALITIDES 


Viral encephalitides are fairly widely distri- 
buted in the world. The last Epidemiological 
Report of the W.H.O.' shows that in 1952 the 
disease was prevalent in Australia, 22 countries of 
Europe, 17 of the North and South Americas, 16 
of Africa and 13 of the Asiatic continent. The 
numbers of cases or deaths reported from some of 
these countries are: Japan—3545 cases, U.S.A.— 
1912 cases, South Korea—1221 cases, Germany— 
197 cases, Australia—70 cases, South Africa—66 
cases and France—253 deaths, Columbia—159 
deaths, Thailand—98 deaths. India was recently 
subjected to several encephalitic outbreaks which 
stirred the medical profession and no less the 
Government and the public. It has never been an 
unknown disease in India as references to this 
type of malady are found in the oldest available 
Ayurvedic literature. Only the aetiological role of 
various agents were not known or defined. 


Although the knowledge about them, mostly 
acquired within the last twenty or thirty years, 
is still in the nascent state it is now fairly esta- 
blished that encephalitis may be caused by physi- 
cal means, chemical substances and _ infective 
agents or their toxins, these infective agents may be 
protozoa, fungi, bacteria, spirochaetes, rickettsiae 
or viruses. The most important of these are the 
viruses causing much larger number of epidemics 
and greater havocs in the country than the other 
agents. Thus viral encephalitis has eventually 
assumed greater importance from the public health 
point of view. Before the aetiological factor was 
defined the disease was generally known by the 
names of the place of occurrence, e.g., St. Louis, 
Japanese B, Australian X, Russian Far East, West 
Nile, Murray Valley encephalitis etc. Since 1930 
many epidemics of such diseases have been re- 
ported from different parts of the world. 


The viruses causing the clinicopathological 
condition are referred to as neurotropic, attacking 


‘Annual Epidemiological and Vital Statistics Report for 
the year 1952, W.H.O., Geneva, 1955. 
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mainly the nerve cells and the nervous tissues. 
There are, however, different degrees of neuro- 
tropism, some being highly neurotropic like the 
poliomyelitis or rabies viruses, and others only 
ordinary neurotropic such as Japanese B and 
equine encephalitis etc. In the former case, the 
viruses can only be found in the central nervous 
system and not at all or with a great deal of 
difficulty in other tissues, blood, secretions or ex- 
cretions except in case of poliomyelitis in which 
the virus can be easily isolated from the faeces. 
Even so, it does not necessarily indicate that the 
virus multiplies elsewhere than in the neural mate- 
rial. ‘The general pathological picture, however, 
depends on the reaction of the susceptible cells to 
the viruses and on the parts of the nervous system 
affected. Injury or death of the susceptible cells 
are followed by an inflammatory reaction as mani- 
fested by neuronophagia, cellular infiltration about 
the blood vessels, meninges and nervous tissues, 
proliferation of glial cells, areas of haemorrhage 
and necrosis in the ground substance of gray or 
white matter. The disease may thus manifest it- 
self in one of the four clinicopathological forms, 
namely, encephalitis and meningo-encephalomye- 
litis. One or more than one manifestation may 
be seen in one and the same epidemic. In fact, 
it is difficult from pathologic examination of the 
nervous system to make a definite diagnosis of a 
particular type of encephalitis. As the viral 
encephalitides became better known some of them 
were designated, on the basis of common charac- 
teristics, as summer encephalitis, endemic or epi- 
demic virus infections of CNS and lately as arthro- 
pod-borne viral encephalitides. 


While there is no doubt that viral diseases must 
have been existent from antiquity its evolutionary 
phases of recent dates can only be traced. Thus 
it may be stated that epidemics of encephalitis 
have been known to occur in Japan since 1871 but 
was forgotten till it reappeared in 1912 and subse- 
quently in 1919, 1924, 1929, 1935 and 19457. It 
was actually recognised as viral encephalitis in 
1924 when as many as 7000 cases were reported 
with 60 per cent deaths ; but the virus was isolated 
in 1935*** under the name Japanese B as 
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opposed to Japanese A or Von Economo’s epidemic 
encephalitis lethargica. Similar epidemics occurred 
in Australia® in 1917-18 with 70 per cent deaths 
and again in 1922, 1925 and 1926 under the name 
Australian® X disease. The virus isolated was 
perhaps lost before identification but the disease 
is now believed to have been caused by Japanese B 
encephalitis virus. In 1887, poliomyelitis which 
also causes encephalitis, occurred in epidemic 
form in Stockholm as described by Medin in 1891. 
Other human encephalitides with dates of first re- 
ported human epidemic are encephalitis lethargica- 
Von Economo’, Western equine® *, St. Louis’® 
Russian Far East’, Eastern equine’®’ “*, Vene- 
zuelan equine’’ ** and acute primary haemorrhagic 
meningo-encephalitis'” **. There are also a 
number of non-epidemic encephalitis such as, 
louping-ill’*, lymphocytic choriomeningitis”® 
Swinherd’s disease** etc. which at times affect man. 
Non-epidemic encephalitis may also be caused by 
other viruses which are not normally encephalito- 
genic, e.g., mumps, measles, influenza, herpes 
simplex, dengue, yellow-fever, varicella, variola, 
lymphogranuloma venereum etc. Besides the above 
there is another important group of encephalitis 
(post-infection encephalitis) which, though rare, 
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may occur after vaccination against smallpox and 
rabies. 


In India, sporadic cases have been observed by 
many physicians from time to time and also treated 
in hospitals. The first important epidemic of en- 
cephalitis was recorded in Bombay” and the phy- 
sicians described it as one of encephalitis lethar- 
gica although cases had been earlier reported by 
Chatterji et al** who had treated 89 patients during 
the course of three years, 1942-44, in the Calcutta 
Medical College Hospital. From the clinical des- 
cription it seems to have close resemblance to the 
Jamshedpur epidemic and the authors themselves 
differentiated it from that of encephalitis lethar- 
gica. Of the other epidemics reported in the lite- 
rature before 1954, mention may be made of the 
trickling of encephalitis cases in the Agra Medical 
College Hospital between 1941 to 1953, as re- 
ported by Gour**’, and of the 87 cases of encepha- 
litis treated in J. J. Hospital, Bombay, during 1952 
and 1953, reported by DeSouza**, of which 76 
cases were considered to be of viral origin. The 
biggest recent epidemic, however, occurred 
between June to October 1954 in the town of 
Jamshedpur and was reported in this Journal”® and 
also by Khan?’, Kerr™*, and Chari et al®*. Similar 
outbreaks were reported within that period from 
a large number of towns and cities in India, 
namely, Bilashpur and Nagpur in Madhya Pradesh, 
Mysore*®, Monghyr and Patna in Bihar, Allaha- 
bad, Lucknow, Kanpur, Agra*’, Hardoi, Bareilly 
and Sitapur in U.P., Panipat, Sonepat, Shahabad, 
Ambala, Pondro, Kaithal and Karnal in the Pun- 
jab*' and also from Delhi, i.e., covering a fairly 
wide area of the northern part of India. 


The points of importance and interest, there- 
fore, are the sudden and simultaneous appearance 
of the disease in epidemic form, the epidemiologi- 
cal factors involved, methods of diagnosis, treat- 
ment, prevention and control and the future im- 
plications. Some of these points have been dis- 
cussed by Seal in his report on the epidemiologi- 
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cal aspects of the Jamshedpur outbreak published 
elsewhere in this issue of the journal**’. There is 
also another paper on the subject by Gour*’ dealing 
with the clinical aspects of 106 cases admitted in 
the Agra Medical College Hospital in 1954. Both 
these papers give some interesting data. These 
authors from their respective angles have shown 
that the disease is not a new one. Less or non- 
vulnerability of the adult population generally 
indicate clinical or subclinical infection with 
homologous or allied virus in childhood. In Agra, 
cases have been treated since 1941, but the ques- 
tion arises whether the spell of outbreaks observed 
all throughout India in 1954 and the cases ob- 
served in Agra since 1941 were due to one and 
the same aetiological factor. This brings us to the 
important issue—the causal agent. 


Although all workers in the field are almost 
unanimous in their opinion about the vital aetio- 
logy of the disease, mo virus has so far been 
definitely established to have the aetiological role 
so far as the 1954 outbreaks are concerned. In 
this respect the workers in the Poona Virus Re- 
search Centre deserve congratulations for their 
concerted and persistent efforts to isolate the virus. 
They were, however, much handicapped for want 
of postmortem material. Their Annual Report for 
the period ending the 30th November, 1956 con- 
tains valuable data in this regard. It is interesting 
to note that the investigation carried out by them 
of an outbreak of encephalitis occurring between 
September and November 1955 in the North Arcot 
District of Madras led to the establishment, by 
serological and animal tests, of Japanese B virus 
being responsible for that outbreak. This was 
perhaps the only outbreak reported in 1955. Even 
here, attempts to isolate the virus have so far failed. 
It may be that the virus needs sustained and re- 
peated passage for adaptation to the experimental 
animal like mice or monkey, or it may yield to 
some other technique of isolation. Attempts to 
isolate the virus from the Lucknow cases by 
Mukherji et al** were also unsuccessful. How- 
ever, the latest hypothesis in regard to the Jam- 
shedpur outbreak upon which attention has 
been focussed by the workers at Poona, is that the 
virus may be an enteric one. Several viruses have 
been isolated in this connection, namely, cox- 
sackie A, and certain orphan viruses, and lately 
evidence of specific antibodies against coxsackie 
B, virus has been discovered in some of the sera 
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collected at Jamshedpur and at Delhi. This last 
virus is known to cause encephalitic symptoms. 


Apart from the question of the nature of virus 
involved those who had the experience of the Jam- 
shedpur outbreak expressed the opinion that the 
Lucknow and Delhi cases were clinically of the 
same type, but except at Agra, the cases were 
confined mostly to children below 15 years. It 
may be that mild, abortive or diphasic cases noted 
in Jamshedpur were either missed or did not come 
to the hospital. Gross difference in familial inci- 
dence and some differences in the signs, sequelae 
and biochemical reactions have been noted at 
Agra and other places with those of Jamshedpur 
outbreak. On the other hand, the South Indian 
outbreak of 1955 in the North Arcot District has 
been described as clinically different from that of 
Jamshedpur and ascribed for the first time in India 
to Japanese B virus. Thus there is a suggestion 
that the whole of the North Indian outbreak of 
1954 was different from the South Indian out- 
break of 1955 and it assumes the hypothesis that 
more than one virus are at work in India at the 
present moment causing encephalitic outbreaks. 
The workers at V.R.C. have also discovered anti- 
bodies against dengue, West Nile and Japanese B 
virus among the population at large in Jamshedpur 
and in and around Calcutta. 


It may be interesting to note here that summer 
encephalitis shows itself generally in definite 
areas of the globe each type occurring within 
specific geographical boundaries, but depicting 
serological overlapping among certain viruses of 
the group. The difference noted in the clinical 
characters and modes of prevalence are due to the 
probable differences in environmental factors, 
species of vector and reservoir to which the virus 
becomes adapted and the reaction in the human 
host. In these reasons, it has been postulated that 
“the virus may have a common ancestor which on 
dissemination over the world has been acted upon 
by innumerable factors, perhaps the latter serves 
to impress certain changes reflected in serological 
and immunological reactions.’’ 


In regard to the question of transmission the 
problem has remained unsolved so far as the 1954 
outbreaks are concerned. In the absence of 
evidence of man to man transmission investigators 
at Jamshedpur, after a preliminary reconnaissance, 
considered that a common blood sucking arthropod 
infected by human or non-human reservoirs could 
act as a persistent source to give rise to a continu- 
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ous and diffused distribution of cases geographi- 
cally and in time (nearly 4% months)—a period 
corresponding to the summer encephalitis of other 
countries. But from the results obtained by insecti- 
cidal measures and from the failure of isolation 
of any virus from the insects collected in Jamshed- 
pur the V.R.C. workers abandoned the hypothesis 
of insect vector and switched on to the idea of 


enteric infection. 


The isolation of coxsackie A, virus from the 
faeces of some of the patients and the discovery 
of antibodies against it in the general population, 
though not connected with the encephalitis out- 
break, are considered by them as evidence of the 
existence of a mechanism working in that town 
which could cause widespread subclinical infection 
by that virus. No serious comments can, how- 
ever, be made on this hypothesis unless some idea 
is obtained about the mechanism which could 
affect the breastfed babies, the children and the 
adult persons alike. In Seal’s opinion, however, 
the statistical consideration, if anything, is rather 
in favour of the insecticidal measure which should 
not be thrown out without further investigation. 
Moreover, the failure to isolate the virus from in- 
sects according to him may have the same basis 
as the failure to isolate it from the active cases. 
These are points for guiding our future action. 


The phenomenon of sudden and almost simul- 
taneous appearance of the disease in epidemic 
form after a long (in this case unknown) period 
of quiescence has now been recognised. This is 
perhaps the characteristic of the secular trend of 
all communicable diseases and particularly those 
of virus origin. It has to be left to the future 
knowledge of the ecology and genetics of viruses 
and bacteria which are perhaps the most primaeval 
and the least known living creation on the earth, 
for clarification of this behaviour. The plan for 
such studies has not yet fully crystallized but once 
seriously taken up is likely to throw a flood of 
light on the host-parasite relationship. 


Some workers, however, want to place the 
blame on the improvement of sanitation prevent- 
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ing opportunities for subclinical infection and 
immunity, others put it to the indiscriminate use 
of antibiotics which are destroying microbial flora 
and fauna of human body, perhaps helpful in 
striking a balance with or in maintaining an anta- 
gonism to the viral infections. In any case, what- 
ever may be the immediate cause the phenomenon 
is essentially of host-parasite relationship. 


The diagnosis has so far been mainly based 
on the clinical signs and symptoms and the nega- 
tive laboratory findings. The sudden onset with 
rapid evolution of neurological symptoms in an 
otherwise healthy child or a person without any 
premonitory warning and rapid ending in some 
cases may be due to the peculiarity of growth 
relationship of the virus to the neuron cells of the 
hosts. Possibly a threshold value of damage has 
to be reached for symptoms to develop and once 
these are developed the ultimate outcome is depen- 
dent upon the extent of damage to the nerve cells 
and to the strength of the host against the viral 
metabolites, and no drug is probably effective at 
that stage. Indeed, absence of any specific drug 
is a great handicap for the physician to tackle 
such cases. If any apparent benefit has been 
accrued to any antibiotic by any physician it 
may be safer to assume that the results are inde- 
pendent of the antibiotics. The treatment thus 
remains purely symptomatic. In regard to the 
question of prevention and control the matter is 
still in the fluid state without the knowledge about 
the virus involved and the mode of transmission, 
and so long these points remain unknown one has 
to depend on the existing methods of control. 


As to the future implications warning was 
already sounded in an editorial in this journal**. 
Strict vigilance should be maintained of any out- 
break that may arise anywhere in India and it 
is for the medical profession to bring it imme- 
diately to the notice of the public health authori- 
ties of the Government and the research workers 
in the field for instituting prompt investigation to 
evolve better methods of diagnosis, treatment and 
control, to isolate the virus and to elucidate the 
transmission agents involved. 


CURRENT MEDICAL LITERATURE 


Cardiovascular Collapse in Acute Poliomyelitis 


HILDs AND OTHERS (Circulation, 12: 986, 1955) from 
a study on a series of 22 fatal cases and 6 surviving 
cases of cardiovascular collapse in acute poliomyelitis 
observe : 

Clinically, the syndrome came on acutely within 1 or 
2 days after the onset of bulbar paralysis. It was cha- 
racterized by apprehension, hyperthermia, fast regular 
pulse and was sometimes preceded by a short period of 
hypertension. It then progressed to a state of shock 
with cold, sweating and cyanosed extremities. Pulmo- 
nary oedema was a common terminal feature. 

At autopsy, there was involvement of the medulla in 
all cases and pulmonary oedema in all but one case, In- 
terstitial myocarditis was found in 75 per cent of the 
cases. 

Treatment with noradrenaline appeared to be of bene- 
fit in some cases but this was usually transient. Four 
of the six surviving cases had a mild form of the syn- 
drome. 

It is suggested that the mechanism for the syndrome 
is a combination of vasoconstriction resulting from a 
medullary lesion and a viral myocarditis. This leads to 
acute heart failure and pulmonary oedema. 


Thiourea Derivatives in Thyrotoxic Children 


KUNSTADTER AND STEIN (A.M.A. Am. J. Dis. Child., 
90: 373, 1955) give in the following lines the summary 
of their observations on the treatment of thyrotoxic 
children with thiourea derivatives : 


During the past 12 years we have treated 17 cases of 
mild to severe primary hyperthyroidism in children with 
thiourea derivatives. Five were submitted to subtotal 
thyroidectomy : only one because of drug failure, the 
others for the following reasons : (1) marked enlargement 
of the thyroid, (2) psychotic episodes and cardiac com- 
plications during early treatment, (3) poor cooperation 
from a badly disturbed child, and (4) development of a 
nodule in the thyroid suspected of being a neoplasm. 
Twelve patients have been followed under medical treat- 
ment alone. Of these, six have been in remission for 
five years or more; two have been in remission for two 
to five years, and four are still under treatment. 


Prolonged treatment of from 6 to 36 months was 
administered to the eight patients in remission. These 
children tolerated large doses without evidence of toxi- 
city. We believe that initial large doses result in earlier 
response, lessen the likelihood of early relapses, and 
may shorten the duration of treatment. 

In all the patients followed in remission for long 
periods of time, growth and development, including 
sexual maturation, progressed normally through puberty 
into adulthood. 

On the basis of our observations in this relatively 
small number of cases, we believe that attempts at pro- 
longed treatment with thiourea derivatives are justified 
for the following reasons : 


1. ‘Cures’ of five years or more can be anticipated 
in a large percentage of patients. 

2. Growth and development, including sexual matura- 
tion, progress normally during treatment and subsequent 
prolonged remission. 

3. The possible complications of surgery and the 
sequelae of disturbed endocrine balance resulting from 
thyroidectomy may be avoided. 


Insensible Water Loss 


AND (A.M.A. Am. J. Dis, Child., 90: 
251, 1955) in reporting on 596 measurements of the in- 
sensible water loss per square meter per 24 hours by 
39 patients rangiug in age from 2 months to 23 years 
living under the nonbasal conditions characteristic of 
ordinary hospital living observe : 

The results obtained indicate a gradual decline in 
total nonbasal insensible water loss values from an aver- 
age of approximately 1200 ml/sq. m/day in young in- 
fants to approximately 700 ml/sq. m/day in older adole- 
scent and young adult subjects. The over-all average 
for patients 2 months to 16 years of age was 930 ml/sq. 
m/24 hours. Three-fourths of the average values obtained 
for the patients making up this group were within +325 
ml/sq. m/24 hours of this over-all average value. The 
fact that rate of imsensible water loss of non-febrile 
patients may change by as much as 1000 ml/sq. m/24 
hours within a day is illustrated by detailed observations 
on one patient. 


It is concluded from these observations that it is 
practicably possible to make only an approximate esti- 
mate of the total insensible water loss of hospitalized 
patients. In considering the total water needs of the 
ordinary patient, whose neurohypophyseal-renal homeo- 
static system is functionally adequate, an average allot- 
ment of 1000 ml, of water per square meter per 24 hours 
to cover insensible losses would appear reasonable. On 
the other hand, in patients who have lost the normal 
capacity to retain and reject water in accordance with 
homeostatic needs by appropriate adjustments in urine 
water output it becomes of considerable importance to 
attempt to estimate insenmsible water losses as closely 
as possible, making larger than average water allowances 
for infants under 2 years and smaller than average allow- 
ances for persons over 8 years of age. 


Effect of Reserpine in Newborn Infant 


BUDNIK AND OTHERS (A.M.A, Am. J. Dis. Child., 90: 
286, 1955) write from observations on a group of 13 new- 
born infants that in 12 of these infants reserpine hed 
been administered to the mothers prior to delivery. Their 
clinical symptoms are described, and it is concluded that 
reserpine may have an untoward effect in the newborn, 
manifested by nasal discharge, retraction, lethargy, and 
anorexia, 


Portal Hypertension in Infants and Children 


Hsta and Gkiiis (A. M. A. Am, J. Dis. Child., 90: 
290, 1955) give in the following lines the summary of 
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their observations on a total of 43 cases of portal hyper- 
tension in infants and children seen at the Children’s 
Medical Center over a 30-year period : 

Twenty-one of these were found to have primary portal 
hypertension due to extra-hepatic obstructions. A 
history of omphalitis and sepsis during early infancy, 
early haematemesis and splenomegaly, the absence of 
clinical jaundice, and frequent depression of the blood 
eiements were prominent features of this type of portal 
hypertension. Of the six coming to autopsy, all had 
anatomical lesions which could account for the condition. 

Twenty-two others were found to have portal hyper- 
tension secondary to cirrhosis of the liver. Hepatitis 
appeared to be the commonest aetiological agent, and in 
many of these cases liver function tgsts were usually 
strongly positive. 

Venous shunt appears to be the treatment of choice 
in children with primary portal hypertension. Since 
the prognosis of those with secondary portal hyperten- 
sion appears to be uniformly poor with supportive therapy 
alone, it is felt that venous shunt should also be em- 
ployed in this group of patients. 


Cirrhosis of Liver in Infants and Children 


CRAIG AND OTHERS (A.M.A. Am. J. Dis. Child., 90: 
299, 1955) write that it is apparent that this disease 
differs greatly from cirrhosis seen in children in other 
parts of the world. None of the cases in the present 
series showed the massive hepatic necrosis described in 
Hindu children or the enlarged fatty livers seen among 
the children with kwashiorkor in Africa and the West 
Indies. This is not surprising in view of the fact that 
none of the children in the present group suffered from 
either protein or vitamin deficiency to any marked 
degree. It was interesting to note also that none of the 
cases showed evidence of the classical Laennec’s cirrhosis, 
which is the commonest form of cirrhosis among adults. 
This may be due to the absence of alcoholism and 
severe nutritional disturbances in children, or it may 
represent a difference in response on the part of the 
liver in infancy and childhood. Instead of becoming 
damaged and replaced by fibrous tissue over a long 
period of years, the liver may either regenerate rapidly 
and completely or show rapid necrosis and degeneration 
without a marked regenerative process. 

The primary causes of cirrhosis of the liver in in- 
fants and children in this part of the world are hepatitis 
and congenital malformations of the biliary tree. 
Although the latter is not unusual in a pediatric popu- 
lation, the frequency of cirrhosis associated with hepa- 
titis is a surprising and important one, suggesting that 
the disease is not entirely benign among children. This 
emphasizes the importance of recognition of mild and 
subclinical cases without icterus and also of careful 
follow-up of known cases after signs and symptoms have 
disappeared. Yet, in view of the large number of patients 
with acute infectious hepatitis in this area before and 
during the period covered by this survey, it is obvious 
that cirrhosis is a relatively uncommon complication of 
hepatitis in childhood. 

The diagnosis of cirrhosis in galactosemia is relatively 
rare. This condition, however, should always be con- 
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sidered in the differential diagnosis of cirrhosis of the 
liver in children. 
Foetal Hepatitis 

AIKaT AND SEN Gupta (Indian J. M. Sc., 10: 169, 
1956) report on eight cases of foetal and neonatal hepa- 
titis born of mothers suffering from acute infective hepa- 
titis, during a recent epidemic, 

The mode of transmission of the virus of infective 
hepatitis through the transplacental route has been esta- 
blished. 

The significance of these observations in the aetiology 
of cirrhosis in infancy and childhood has been discussed. 


CURRENT TOPIC 
MEDICAL COUNCIL OF INDIA 


In course of his presidential address at the 45th 
Session of the Medical Council of India, on 10th March, 
1956, Dr. C. S. Patel said: 

Retrospective recognition of qualifications—Under Sec. 
11 (2) of the Indian Medical Council Act, any medical 
institution which grants a medical qualification not in- 
cluded in the First Schedule may apply to the Central 
Government to have such qualifications recognised, and 
the Central Government, after consulting the Council, 
may by notification amend the Schedule so as to include 
such ugalification therein. Under Clause (3) ibid such 
notification may also direct that an entry be made in 
the last column of the Schedule against such medical 
qualification declaring that it shall be a recognised medi- 
cal qualification only when granted after a specified date. 
Accordingly after satisfying itself through inspections, 
the Council had recommended to the Central Govern- 
ment the recognition of the qualifications of certain 
Universities /Licensing Bodies from a specified date, on 
which the Council was convinced that the standards 
were sufficient. The Central Government notified the 
recognition accordingly and the General Medical Council 
also accorded recognition in such cases in the same 
manner. In order to get over the disability of medical 
graduates entailed by non-recognition of their qualifica- 
tions prior to recognition by the Council, at its last 
meeting the Council had recommended to the Central 
Government a procedure, as a special case, whereby 
recognition might be accorded after certain training. 
According to the notifications now issued by the Central 
Government in this behalf the dates which were specified 
previously have been deleted. The effect is that these 
qualifications are now recognised retrospectively from 
the date of their institution. This decision of the Gov- 
ernment, which has been directly communicated to the 
respective Universities/Licensing Bodies and the State 
Governments, is in utter disregard of the considered 
views of the Council. It is really a question of princi- 
ple, viz., whether it is justifiable to give retrospective 
effect to the recognition of a qualification or qualifica- 
tions obtained ir a year, when the standards of equip- 
ment, personnel and teaching of the institutions con- 
cerned were not adequate and the standard of the exa- 
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minations of the institutions concerned was low and left 
much to be desired. In my opinion, the giving of such 
retrospective effect indiscriminately, as has been done 
by the Government of India, creates a very awkward 
precedent and is bound to give a set-back to the efforts 
of the Council to improve standards in Medical Colleges, 
as the authorities of such colleges will feel that they 
can go slow in meeting the demands of this Council 
and the Universities concerned in connection with the 
maintenance of proper standards and yet expect to get 
retrospective recognition from the Government of India 
to the qualifications obtained by studying at such insti- 
tutions. There is also the question that it will give a 
bad impression to bodies outside India with whom we 
have reciprocal arrangements for recognition of Medical 
qualifications granted in India and the respective coun- 
tries. 

Conference on Medical Education—You will re- 
call that at the last meeting the Council had given 
careful thought to the Conference on Medical Education 
convened by the Government of India. In the resolu- 
tion which was adopted by the Council, it was pointed 
out ‘that whatever may be the decision of the aforesaid 
Conference it is the Medical Council of India who has 
to consider, examine and recommend to the authorities 
concerned the implementation of such decisions, as the 
findings of such a Conference as contemplated by the 
Government cannot prove effective in laying down the 
uniform standard on medical education in different parts 
of India.’ This is a statement of facts and nothing 
more. The members of the Council have whole-heartedly 
co-operated with the Government and have taken part in 
the Conference. The Government have forwarded to us 
as well as to the Universities and State Governments the 
recommendations of the Conference. Since the Council 
has already forwarded in its routine duty its own recom- 
mendations on all these matters to the Universities and 
Medical Colleges previously and as they are being 
implemented now, naturally the recommendations 
made by this Conference and forwarded by Govern- 
ment directly are bound to create confusion and 
undermine the position of the Council in such matters. 
I do not think it is presumptuous on our part to 
assert that any proposal of Government or any other 
body relating to medical education and _ standards 
should first be considered, and commented upon by 
this Council before it is implemented. As the Govern- 
ment of India have themselves stated that the Medi- 
cal Council of India have an important role to play 
in such matters, this makes it all the more necessary 
that this body is given adequate powers to function 
effectively in its sphere of work and that its considered 
views are given due respect. Your Executive Com- 
mittee after careful thought have decided to draw the 
attention of the Government to the procedure adopted 
in this case and to protest against such a procedure. 
As regards the recommendations of the Medical Educa- 
tion Conference forwarded by the Government to us, 
your Executive Committee have found that action has 
already been taken by the Council on most of these re- 
commendations. The recommendations would. however 
be considered later in detail and if there would be any 
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suggestions which have not already been considered, 
they would be communicated to the Government. 

M.B.B.S. (Osmania), recognition of, from a specific 
date—At its meeting held in October 1953, the Council 
had decided that a specific date of recognition be given 
to the qualification of M.B.B.S. (Osmania) whereby its 
recognition would be effective only when granted after 
the 15th August, 1951. The Central Government did not 
agree to this recommendation and the matter was re- 
ferred back to us for reconsideration. It was referred 
by the Executive Committee to the Inspection Reports 
Sub-Committee who did not favour recognition, with a 
remote retrospective date. The Executive Committee 
in October 1955, reconsidered the position and adhered 
to the decision already made by the Council in October 
1953. The Government was informed accordingly, but 
it has informed the Council that it does not consider it 
necessary or desirable at this stage to impose any such 
condition. This means that the qualification will be 
recognised with retrospective effect from 1932, i.e., the 
retrospective effect will go back to 19 years. This again 
is a matter where the considered opinion of the Council 
has been disregarded. 

Post-Examination training—We have provided for 
post-examination training under our revised recommen- 
dations on Professional Education. The training requir- 
ed is for 12 months in cases where there is 1% years 
pre-clinical course and six months where this course is 
for 2 years. In order to explore the feasibility of utilisa- 
tion of the hospitals other than teaching ones, the in- 
formation received with regard to civil and military hos- 
pitals in the States was considered by your Executive 
Committee. The Committee have decided for collection 
of further data required in connection with medical insti- 
tutions to be recognised for purposes of post-examination 
training as envisaged under the recommendations. 


Medical Registration in U.K.—Under the Medical Act 
1950, the General Medical Council of the United King- 
dom requires every medical graduate to serve as in- 
ternee in an approved institution for a period of at 
least one year after passing the Final M.B.B.S. examina- 
tion, with effect from ist January 1953, before he can 
be given full registration with a view to enabling him 
to practise in the U.K. There is provision for temporary 
and provisional registration. For further studies in the 
U.K. the Licensing Bodies there insist on housemanship 
in recognised hospitals. The Executive Committee has 
under consideration the question of the inclusion of Indian 
Hospitals in the list of hospitals recognised by the 
General Medical Council for the purpose. 

Increase in number of admissions in medical colleges— 
The question of increase ir. number of admissicns in 
Medical Colleges has been engaging the attention of 
your Executive Committee. The standard requirements 
for a Medical College for 100 admissions annually adopt- 
ed by the Council have been circulated to all the insti- 
tutions and authorities concerned. Under the direction 
of the Executive Committee enquiries were made from 
the various universities as to the number of admissions 
made during the last 5 years to their affiliated and con- 
stituent Colleges and the total number of beds available 
for teaching purposes. The information so far received 
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has been tabulated and noted by the Executive Com- 
mittee. Here I would like to sound a note of warning 
to the authorities of the Medical Colleges regarding 
this very important matter. It is after careful thought 
that the Council has laid down the ratio of 1:5 beds, 
of which not less than one third should be devoted to 
general medicine and one third to general surgery. We 
have also laid down the teacher-student ratio as 1:10 
and also that students should conduct 20 labour cases 
each under adequate supervision. The admissions to 
Medical Colleges should depend on the fulfilment of 
these provisions in the interest of efficient training, 
which we are all aiming at. It would be a disservice 
to the country to produce half baked medical men. There- 
fore, all concerned should take note that before a Medi- 
cal College is established the requirements which have 
been recommended by the Council need be ensured. 


Reciprocity with other countries—Before 1940, the 
Council used to recognise foreign medical qualifications 
through the General Medical Council of the United 
Kingdom. In the October meeting of that year, it was 
decided that in future, in keeping with the dignity of 
the Council and the national institutions concerned, the 
qualifications of only those countries and states who 
were prepared to enter into direct reciprocity with us, 
» should be recognised. Accordingly, the qualifications of 
those countries and States who did not agree to this 
Scheme of reciprocity have ceased to be recognised after 
a particular date. We have since received reference 
through the Government of India for indirect reciprocity, 
i.e., through the General Medical Council, and your 
Executive Committee has so far adhered to the prin- 
ciple and that we should under no circumstances deviate 
from this. We shall be happy to have reciprocity with 
other countries, but on equal status and with honour. 


Concessions to Licentiates—In 1952, the Council had 
decided that the period during which Licentiates could 
avail themselves of the concessions allowed by the 
Council from time to time be extended upto April 1956. 
In 1953, the matter was reconsidered and the Council 
adhered to its previous decision and resolved that no 
further concessions should be granted. In 1954, the Gov- 
ernment of India intimated that they considered it 
desirable that the Universities should continue to pro- 
vide the condensed course beyond April 1956 for 5 years 
upto April 1961. Under the direction of your Executive 
Committee it has been pointed out to the Government 
that the abolition of Lake Medical College, Calcutta, 
has resulted in an extra burden being thrown on other 
Colleges where facilities for training of regular students 
are hardly adequate. It has been added that if the 
Government are anxious for the extension of these con- 
cessions, Government should themselves make provi- 
sion for necessary additional facilities in the different 
institutions as it would not be possible for the institu- 
tions to continue the condensed course beyond April 
1956, and it would otherwise lead to the lowering of the 
standard of medical training. 


Planning Committee—At the last meeting the Council 
had adopted a resolution regarding the formation of a 
Planning Committee as an advisory body. Your Execu- 
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tive Committee has under consideration further action 
in this respect. 

Amendment to the 1. M. C. Act, 1933—In January 
1954, an amended Act as approved by the Council to- 
gether with reasons for the proposed amendments was 
forwarded to the Government of India. They were re- 
quested that before the amended Bill is put up to the 
Parliament for consideration, a copy of the same might 
be forwarded to the Council for expression of its views 
on changes, if any, the Government might be pleased 
to make on the Council recommendations. I presume 
the amending Bill is being placed before the Parliament 
but no copy of the final form of the Bill has yet been 
received in the Council office. Under my directions the 
Government has again been requested to wait till such 
time as the completely amended Bill, as is being pro- 
posed by the Government for putting up before the 
Parliament is received by the Council for expression of 
its views. 

Post-Graduate Medical Education Committee—At the 
last session I had informed you about the decision 
arrived at after discussion between us and the Central 
Ministry of Health regarding the formation of Post- 
Graduate Medical Education Committee under the Medi- 
cal Council of India. It has been decided that the Com- 
mittee would consist of 9 members out of whom 6 will 
be nominated by the Central Government from amongst 
the members of the Council and 3 will be elected by the 
Council. 

Under the direction of your Executive Committee fur- 
ther action is being taken in the matter as indicated 
by the Central Government. 

Public Health Qualifications Inclusion in Schedule— 
At the meeting held on the 27th March, 1955, the Coun- 
cil had decided that since Preventive Medicine and Pub- 
lic Health form an integral part of medicine, the Public 
Health qualifications should also be included in the 
Schedule as additional qualifications. The matter was 
referred to the Government of India who have ruled that 
D.P.H. qualifications cannot be included in the Schedules 
unless the Act is amended. They have advised us that 
since an amending Bill is at present under consideration 
the question should be taken up after the proposed 
legislation has been passed by Parliament. 


NOTES AND NEWS 


Leprosy Control Needs Hard Work 


Speaking at the annual general meeting of the Hind 
Kusht Nivaran Sangh (Indian Leprosy Control Associa- 
tion) on 20-4-56 Dr. Prasad said that a nationwide pro- 
blem like leprosy control could be solved only by carry- 
ing out a dynamic programme and by intensive work. 

“The time has certainly come’’, he said, “when we 
cannot be satisfied with little oases of compassionate 
work here and there which are at best the reflection of 
the spirit of exceptional dedication. The spirit of dedi- 
cation should spread itself so that we may sense the 
inspiration of it everywhere.”’ 

Successful treatment of leprosy had again created 
the problem of rehabilitating the cured patient. “I am 
sure that the voluntary associations, which have always 
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been the first to respond on such occasions, will come 
forward with constructive plans. They will naturally 
have the Government’s sympathy and support in this 
work”’, 


Problems Related to Rice Nutrition 


Recent developments in respect of nutritional pro- 
blems related to rice and use of rice and fields for fish 
culture will come up for discussion at the fifth session 
of the International Rice Commission to be held in 
Calcutta from November 12 to 17, 1956. 

According to the provisional agenda, the Commission 
will consider the reports of its working groups on rice 
breeding, better fertilising practices, soil, water and 
plant relationships in rice production, mechanisation of 
rice cultivation and reduction of losses through improved 
operational methods. It will also have before it the 
progress report of the Executive Secretary on the work- 
ing of the Commission since its last session held in 
Tokyo in October 1954. 

The Commission is at present composed of 26 mem- 
ber countries, viz., Australia, Burma, Cambodia, Ceylon, 
Cuba, Dominican Republic, Ecuador, Egypt, France, 
India, Indonesia, Iran, Italy, Japan, Korea, Laos, 
Mexico, the Netherlands, Pakistan, Paraguay, the Philip- 
pines, Portugal, Thailand, the U.K., the U.S.A. and 
Viet-Nam. 

The first meeting of the National Rice Commission 
appointed by the Government of India with Dr. Panjab- 
rao Deshmukh, Union Minister for Agriculture, as Chair- 
man, to make arrangements for the forthcoming session 
of the International Commission was held on 17-4-56 and 
18-4-56. 


Plan for Mental Hospital in Midnapore 


A proposal is now under consideration of the West 
Bengal Government for opening a mental hospital with 
a capacity of about 500 beds at Jhargram in Midnapore 
district. 

The State Government have earmarked a sum of 
Rs. 79 lakhs under the Second 5-Year Plan for the estab- 
lishment of a mental hospital and for expenses to be 
incurred for the treatment of the mentally handicapped 
people. It has been proposed that the hospital be 
located in a plot of land measuring 300 acres. 

At present there is no full-fledged hospital for men- 
tally handicapped people run by the State in West 
Bengal. The State Government maintains 850 beds at 
the Ranchi Mental Hospital at a cost of Rs. 8 lakhs and 
a half per year. 

There are nearly 150, mentally handicapped people 
lodged at Bhowanipore Mental Observation Ward, in 
different jails as also in the Government Home for the 
old and the insane. It has been proposed to accommodate 
all these people at Midnapore. 


Indian Pediatric Society 


A branch of the Indian Pediatric Society has been 
formed in the State of Uttar Pradesh under the presi- 
dentship of Dr. B, B. Bhatia. The membership fee has 
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been fixed to Rs. 12/- annually. The members will 
be entitled to the monthly Journal issued by the central 
body. 


U. P. Medical Council 


The names of the following medical practitioners have 
been erased from the Uttar Pradesh Medical Register on 
March 16, 1956 under section 26 of the U. P. Medical 
Act III of 1917 by the orders of the Uttar Pradesh Medi- 
cal Council : 

1. Dr. Bodhendra Pratap Singh, ..M.P, (Agra 1924), 
registered with U. P. Medical Council under registra- 
tion certificate No. 3984 dated April 18, 1939. 2. Dr. 
Amal Gupta, M.B.B,s. (Lucknow 1946), registered with 
the U. P. Medical Council under registration certificate 
No. 5187 dated July 10, 1956. 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed by correspondents 


Quality of Liver Injection 

Sirk,—I was interested to read the article entitled 
“Quality of Liver Injection’’ by Drs. Chowdhury, Chakra- 
varti and Bhuttacheryya in the February 1 issue of your 
journal (J, Indian M. A., 26: 91, 1956). 

The article in question presents some, if not many, 
stimulating information regarding toxicity tests of liver 
extracts. It, however, lacks in any new idea of techni- 
que for evaluation and assessment of clinical efficacy 
of a given liver extract for injection. The expanding 
literature on the standardisation of liver extract has not 
yet stabilised anyone applicable to this country. The 
U.S.P. (oral or injectable) unit method of standardisation 
is directed against fixation of potency of a liver extract 
in P.A, Since true Addisonian type of P.A. is not, for 
all practical purposes, prevalent in India, the U.S.P. unit 
method cannot be applicable in India. Whitby and 
Britton quote three methods of standardisation. These 
three include single reticulocytic response, double reti- 
culocytic response and a third method from increase in 
the red cell count after a period of treatment. Since 
there is no official recommendation of the method of 
standardisation in B.P. it appears that these three me- 
thods are advocated for assessment of potency of liver 
extracts in U.K. With the isolation of vitamin B,, from 
liver and its capacity for inducing haematological res- 
ponse in megaloblastic anaemias, the problem of assess- 
ment of potency of liver extract appeared to have reach- 
ed a stage of solution. With the progress of time, how- 
ever microbiological assay for vitamin B,, activity in 
the standardisation of liver extract is falling into dis- 
favour. As a compromise, McCall suggested that the 
microbiological assay of liver extracts can be used for 
screening extracts before subjecting them to clinical trial. 
Thus wastage of clinical tests on poor extracts of low 
vitamin B,, content can be avoided. It may be, inci- 
dentally, stated that opinions have recently cropped up 
in U.S.A. even against standardisation of liver extract in 
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terms of U.S.P. unit specified by the Anti-Anaemia Pre- 
parations Advisory Board of the United States Pharma- 
copoeia. As an example it may be mentioned that 
Goodman and Gilman designate U.S.P. unit as an old 
method and have quoted 1 U.S.P. unit as approximately 
equivalent to 1:33 mcg, vitamin B,,. It seems that 
they prefer standardisation in terms of vitamin B,, con- 
tent rather than in U.S.P. unit. 

So far as we are concerned, the question arises as to 
if freedom from undue toxicity should be considered as 
the criterion of potency of a liver extract. I feel it is 
not so since a particular liver extract may have a mini- 
mum toxicity but not of required potency. I suggest, 
therefore, that so long as a standard method for assess- 
ment of potency of liver extract is not finally found out 
for India, tests for undue toxicity should only be con- 
sidered to be the first step in the evaluation of a potent 
liver extract followed by single or double reticulocytic 
response tests in megaloblastic anaemia patitnts. I am 
etc. 


Calcutta. A. C. DEY, 1.M.F. 


* * * * * 


S1r,—Evaluation of potency of liver extract is a vexed 
question since no reliable laboratory method has yet 
been established and the clinical evaluation suggested 
in the earlier U.S.P. being not very practicable has been 
replaced by the method of estimation of vitamin B,, 
content in the latest U.S.P. Clinical evaluation is not 
possible in this country since Addisonian pernicious 
anaemia cases are a rarity here. The tests suggested 
in the article under reference are meant for checking 
the uniformity of the quality of crude liver injection 
apart from the question of potency. The suggested test 
for undue toxicity is not an alternative method for esti- 
mation of potency and only speaks of safety in its use. 
Clinical evaluation of potency as already pointed out is 
far from practicable. Till any satisfactory reliable labo- 
ratory method of assay is established, estimation of 
vitamin B,, should be our guide of potency of the pre- 
paration and this has been officially recognised in U.S.P. 
XV and recommended in the draft amendment of the 
Drugs Act. I am etc. 


M. D. CHAKRAVARTI, 
Calcutta. B.SC., M:B., D.PHIL. 
Director, Central Drugs Laboratory. 


REVIEWS 


The Year Book of Drug Therapy (1955-56 series) — 
Edited by Harry Beckman, M.D. Published by the 
Year Book Publishers Inc., 200 East Illinois Street, 
Chicago 11, Tll., U.S.A. Board bound with cloth, 560 
pages; price $6.00 post paid. 


This handy book is one of the 13 volumes comprising 
the Practical Medicine Series of Year Books. It has 
been neatly produced with clear readable types with good 
paper and binding. The subject matter has been ably 
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dealt with by subdividing the same into several con- 
venient chapters. Comments by the editor, here and 
there, at the end of the abstracts and the 23 questions 
in the form of a quiz (in a separate paper enclosed with 
the book) are stimulating. The articles abstracted are 
from journals received between August 1954 and August 
1955. Careful study of this volume would enable a prac- 
titioner to keep abreast of the times, not only in the 
matter of newly introduced drugs but also to newer and 
fuller knowledge about the applications and limitations 
of drugs in therapeutic practice. 


Polymyxin, Neomycin, Bacitracin—Antibiotics Mono- 
graphs No. 5.—By Ernest Jawetz, M.D., PH.D. A 
publication of Medical Encyclopedia, Inc., New York. 
Distributed outside U.S.A. through Interscience Pub- 
lishers, Inc., 250 Fifth Avenue, New York, N.Y., 
U.S.A. Board-bound, 96 pages, 1956; price $4.00. 


This is the fifth volume in the Antibiotics Monographs 
series, published under the editorial direction of Henry 
Welch, PH.D., and Felix Marti-Ibanez, M.D. The three 
antibiotics discussed in this book are somewhat unique 
amongst the 17 antibiotics available commercially in the 
United States. The first and the third are polypeptides 
and, even though Neomycin is not one such, the toxic 
side reactions following their clinical use pursue a simi- 
lar pattern. The antibiotics consequently have a limited, 
but very useful, range of therapeutic use. This is more 
so nowadays, especially because of the various infecting 
micro-organisms (in all countries) gradually becoming 
resistant to the more commonly used antibiotics conse- 
quent upon their being used widely, and often indiscri- 
minately. This book—the author of which had under- 
taken extensive investigations on these antibiotics— 
would greatly help the reader to a better and further 
knowledge of the dosage, pharmacological properties and 
suitable use of these three antibiotics. 


The Treatment of Eczema in Infants and Children— 
By Lewis Webb Hill, M.p., pp. 76 (10° x63”). Pub- 
lished by The C. V. Mosby Company, St. Lonis, 1956. 


Eczema, a common disease in infants and children, is 
a problem to the mother and the physician. The author, 
Dr. Lewis Webb Hill, has successfully dealt with the 
subject in a practical manner. This book is sure to be 
of much value to the practising pediatrician who usually 
deals with such cases in the initial stages. The subject 
is covered in 76 pages, with 39 illustrations. Expression 
is lucid and understandable even to a beginner. Paper 
and printing are of high quality. 


The Indian Practitioner, January 1956. Special Number 
on Respiratory diseases. 


The issue under review contains 22 articles on various 
respiratory diseases. Ten articles are well written and 
will be useful to the general practitioners for whom the 
journal is meant. All the topics, however, do not seem 
to have been well chosen. There are two articles on 
the same subject in two instances, as on ‘Respiratory 
Emergencies” and “B.C.G. Vaccination, There are some 
notable omissions, 
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medical research probes into the question of longevity, 

XV BENGAL PROVINCIAL MEDICAL here the average expectation of life is less than ry ay 
CONFERENCE, JALPAIGURI and when in scores of clinics and hospitals in other 
countries the age-old dream of ‘‘painless births’”’ is be- 


ing successfully realised, about 200,000 mothers die every 


The 15th Bengal Provincial Medical Conference was year in India from child-birth. In our country, normal 
held at Jalpaiguri on 4-6 February 1956. Dr. C. C. Sanyal life is full of hazards; the state of affairs is indeed 
was the Chairman of the Reception Committee. Dr. A. abnormal. E 
C. Ukil, the President of the Indian Medical Associa- It is true that India has to bear a sad legacy—the 
tion inaugurated the conference. Dr. A. K. Bose per- British rule left in its wake, proverty, ignorance, dis- 
formed the function of installation of the President-Elect, sension and misery. Under them, modern industries 
Dr. N. K. Manshi. were not developed, agriculture remained primitive and 

Dr. C. C. Sanyal accorded a hearty welcome to the in a state of chronic decay and public health measures 
delegates and guests. In his speech he gave a history were hopelessly inadequate. But at the same time the 
of Jalpaiguri and described its physical surroundings, fact remains that we have attained our freedom and very 
its natural beauties and other attractions. He discussed soon it will be a decade since we became ovr own 
the health conditions of the people with particular 
reference to some of the diseases viz. leprosy, tubercu- 
losis etc. which call for immediate remedial measures. 
He also pleaded for the establishment of a Medical 
College in North Bengal. 

Dr. A. C. Ukil in inaugurating the conference said 
in course of his address, ‘‘Studies by various workers 
have shown that 70 per cent of our illnesses can be 
eliminated by raising the standard of living with regard 
to food, clothing, education, housing and social security 
and that with regard to the remainder, the improvement 
of environmental sanitation and of working conditions 
cover a substantial ground. Modern public health, which 
is an integral part of social services with regard to 
these, has to be paid for. Socio-economic advance is, 
therefore, inevitably linked with the reduction of illness 
and improvement of health. No improvement of health 
status can be achieved without the simultaneous deve- 
lopment of national reconstruction. The Community 
Development schemes, envisaged in the 5-year National 
Plans are likely to make a tremendous change in the 
outlook of the people, provided you can mobilise their 
whole-hearted co-operation.” 


Dr. A. K. Bose in performing the installation of the 
president-elect pointed out that the effective develop- 
ment of the Association leading to professional solidarity 
can be achieved in two ways (1) through numerical 
strength of the organisation and (2) through its ideolo- 
gical forces. He said ‘‘The I.M.A., the national asso- 
ciation is your own organisation. Join it and give it 
the benefit of your considered opinion and make it 
strong.” He further said “Our association is not a 4 
mere club, it is a scientific workers’ association with a Dr. C. C. SANYAL, THe CHAIRMAN OF THE RECEP- 
bias towards the social application of science. We TION COMMITTEE. 
should set up the model of professional ability and inte- 
grity, prepare the blue print of allied objectives of re- masters. Judged in this light, it appears that we have 


lief, education and research for the nation to accept and little occasion to feel satisfied about matters as they 
in doing so, shall seek co-operation and render the same now stand. To take up a topical example—let us remind 
to all, keeping science and service as one-yard-stick of ourselves of the recent epidemic in the Capital of India 
acceptance.’ : —infective hepatitis. A good deal of studied silence and 

The Presidential Address of Dr. N. K. Munshi, the evasive innuendoes failed to hush up the fact that primi- 
President of the Conference was then read out, as he tive water supply system was responsible for the event, 
could not be present. Extracts of the speech are given which caused widespread sufferings and even several 
here-under. deaths. 

In India people die in their thousands from diseases In West Bengal, due to similarly unsatisfactory water- 
which, according to medical knowledge, are hundred supply system, every year Cholera, Dysentery, Enteric 
per cent preventable. While modern geriatrics fights and such other water-borne diseases ravage the towns 
against senility and old age—here infant mortality rate and countryside. In 1954 alone, 27,500 lives were lost 
is still staggering (115-9 per thousand in India in 1954, from water-borne diseases. It is a crying shame that 


as against 25-4 in U. K, and still less in U.S.S.R.). While ‘Except in Calcutta, there is no epidemic of cholera in 
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any city of the world with a population of 1-0 million’. 
(U.N.O. Health Report, 1951-52.) 

In the recent past, as the President of the Students 
Health Home, Calcutta, I had the good fortune to spend 
a few days in China. It is a common knowledge that 
until a few years back, the city of Shanghai had one 
unique distinction. It was known as the plague-spot of 
the East. There the annual toll of Cholera used to be 
2-3000 human lives, another several thousands died from 
small-pox and other epidemic diseases (in Calcutta mor- 
tality from Cholera was 2,100 in 1953). But in China 
only a few years after liberation, all these just became 
ancient history; in 1953 (14th April issue) ‘‘The States- 
men” laconically informed that there was not a single 
case of Cholera in Shanghai! The Chinese had no 
secrets behind this miracle. ‘They are still less indus- 
trially developed than we are, they suffer from a scarcity 
of medical personne!, and yet they were able to achieve 
this significant result. It was just a bit of efficient pub- 
lic health measures. ‘This shows what efficient preven- 
tive measures can achieve. 

On behalf of the Indian Medical Association, we had 
been urging for a considerable period of time that im- 
mediate measures must be taken to ensure protected 
water-supply to village and urban population, that 
preventive inoculation and vaccination must be thorough 
and should start several months before the outbreak of 
actual epidemic. To quote from W.H.O. Experts Com- 
mittee. ‘‘The annual cost of Typhoid fever, Diarrhoea 
and Enteritis for 100,000 inhabitants has been estimated 
at $138,000. It would appear that the savings to be 
derived from the reduction of diseases would pay off 
the cost of installation in the short span of three years’’. 

. Such being the fact, protected water-supply and 
universal inoculation and vaccination must become the 
watchword of our public health. 

In the recent years, there has been a gradual decline 
in the incidence of Malaria in West Bengal and con- 
sequently in the rate of mortality. It is largely due 
to the adoption of preventive and sanitary measures in 
rural areas, which will no doubt evoke from all of us a 
sincere spirit of jubilation. However, during this time, 
very little has been achieved in the case of a far more 
potentially dangerous malady—I mean tuberculosis. 

With every passing year tuberculosis is assuming a 
more menacing character. It is pointless to emphasize 
the urgency when the Union Health Minister declares 
that in India there is one death per minute from this 
disease or when the State Chief Minister states that in 
the city of Calcutta, almost one in every family suffers 
from it (vide Dr. B. C. Roy’s statement in May 1955, 
while inaugurating Deshbandhu Chest Clinic at Dar- 
jeeling). But the problem is not only with a stagger- 
ing number of tuberculous patients; in Calcutta alone, 
it is estimated that there are over 40,000 of them. More 
alarming is the wide and unchecked dissemination of 
this malady amidst overcrowded, under-nourished and 
unprotected citizens, through the medium of ‘open cases’. 

B.C.G. vaccination of children and infants, which is 
gradually becoming extensive, is no doubt welcome, 
but a control of tuberculosis is hardly to be expected 
if the scope of diagnosis and the facilities of treatment 
remain as in the present state. Isolation is scarcely 
practicable if the number of cases continue to soar up- 
wards. 

An estimated number of 30,000 t.b. beds is required 
in and around Calcutta, whereas for the whole of West 
Bengal, the number is only 2283. In 1952, the total 
number of Chest Clinics in West Bengal, numbering 23, 
treated a total of 38,000 people suffering from pulmo- 
nary tuberculosis and for the same year a conservative 
estimate of the total incidence of the disease comes to 
about 1,50,000. ‘Its prevalence amongst the poorer strata 
of people and the prohibitive cost of prolonged treat- 
ment, make the possibility of private treatment extreme- 
ly remote. Thus it becomes obvious that a overwhelm- 
ing number of sufferers from tuberculosis do not get 
the facilities for proper treatment and care. 
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Together with the measures for better living condi- 
tions, provision must be made for creating new chest 
clinics and increasing the number of free beds every 
year, so that real treatment may be afforded. 

Perhaps, the most effective and immediate way of 
relief would be through the establishment of a _ net- 
work of clinics for speedy diagnosis of early tuberculosis 
and its systematic treatment. The many non-official 
organisations which are working in similar lines are to 
be given financial and other assistance and are to be 
brought within such a planned drive. 

The youth and students are the worst victims, their 
age makes them most vulnerable to the infection. It 
will, therefore be natural to adopt methods particularly 
for their protection. I believe, that if the various youth 
and student organisations are taken into confidence and 
utilised properly—they will surely become a factor of 
significant importance in the control of tuberculosis. 
They will be able to propagate sanitary measures, to 
act as organisers and volunteers in routine check-up in 
schools and colleges and at other places where the youth 
assemble and above al! will be able to gather support 
and confidence behind official measures. 

An almost catastrophic situation also prevails in the 
general hospitals of the city. The hospitals are over- 
crowded, the out-patients departments cannot cope with 
constantly rising number of attending patients, and the 
diagnostic departments are on the verge of collapse. 

The now existing unsatisfactory conditions prevail- 
ing in the hospitals sometimes give rise to unpleasant 
bickerings between the doctors and patients. This is 
all the more unfortunate. In the midst of such mud- 
slinging our vision can not be but coloured, our pers- 
pective cannot but be clouded. Neither are patients by 
nature choosy, nor are the doctors oblivious of the duties 
and ethics of their profession. Both are victims of the 
same tattered system that can no longer hold out 
without radical improvement. ‘The emphasis has to be 
given on the initiative from the Government. 

To my colleagues, I should like to say that the doc- 
tors are, no doubt, working under the most trying con- 
ditions. But the fact remains, that we cannot ignore 
the watchword of our profession ‘service to the dis- 
tressed humanity’. I am sure every member of our 
profession will face the hardships with courage and 
reason. Because, after all it is our people—our own 
brothers and sisters who are sufferers. 


I am, however, alive to the situation that unless 
health service is planned in a manner which will give 
a sense of security to the millions of our citizens, such 
an impasse will continue. 

No doubt, the arrangements in the city hospitals 
need radical improvement by way of increased number 
of beds, equipment and personnel but exactly similar 
emphasis is also to be laid in the District and Mufussil 
hospitals apart from setting up numerous rural health 
centres. This alone will not only reduce the heavy 
burden in the city hospitals but will also alleviate the 
distressing features of our ailing rural and urban popu- 
lation. Every hospital must have a department which 
will keep liaison with the private medical practitioners. 
Through this department, the specialists attached to the 
hospitals, should communicate with the private practi- 
tioners, giving them all information regarding the diag- 
nosis and the line of treatment of the patients referred 
by them to the hospital. The hospital may not under- 
take to treat such a patient unless so desired by the 
doctor and his patient; this will eliminate the feeling 
of estrangement between the hospital and the private 
practitioner. 

For the huge number of out-door patients, a simple 
measure of immediate remedy would be to open up 
evening departments with the appointment of extra staff. 
Also the medicines supplied from the Outpatients’ De- 
partments must be increased to include. vitamins, 
chemotherapeutic drugs and antibiotics. There is little 
satisfaction in getting ailments diagnosed, when treat- 
ment remains beyond the reach of the average patient. 
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As an ophthalmologist I shall naturally have an in- 
clination to speak something about eyes and I could 
find no subject better than prevention of blindness. In 
a sample survey of 292 villages done by the Associa- 
tion for Prevention of Blindness in Bengal, it was found 
that the incidence of blindness was 100 per 100,000 popula- 
tion, that 50 per cent of this blindness was curable and 
42 per cent preventable and 8 per cent unavoidable. 
Village people are ignorant about hygiene of the eyes 
and have no knowledge about what modern medicine 
can do. They, therefore, fall an easy prey to the 
quacks. Here the general practitioner has his role to 
play. He should have a good deal of knowledge about 
the causes and prevention of blindness, which he can 
beneficially apply on his patients. 

All these problems must find their proper places in 
the Blue-print of the second five years plan for national 
development. No plan for national upliftment can 
achieve its aim, if the vital problems of health of the 
nation remains ignored. More attention than usual is 
demanded in such. vital and urgent aspects of Public 
Health like prevention of epidemics, filtered water- 
supply, extension of maternity centres, training and em- 
ployment of medical personnel and organisation of medi- 
cal research. 

The per capita caloric intake in India is still one of 
the lowest in the world. In 1954, it was only 1641. 
This situation calls for measures to protect particularly 
the children, the growing boys and girls and of course 
the mothers. Free supply of milk for mothers and in- 
fants in maternity clinics, subsidised or free tiffins in 
the schools and colleges through Secondary Education 
Board and University schemes are to be encouraged. 

In this connection, measures must be employed to 
completely eradicate adulteration of food products, which 
must become a cognizable offence and should deserve 
exemplary punishment. The unscrupulous men, who 
resort to such nefarious practices, are the worst crimi- 
nals in our society. It is again a wonder, while ‘back- 
ward’ China has solved this menace long ago, we have 
yet to ensure unadulterated food supply. 


It is also to be urged that long-standing grievances 
of medical men should be given the consideration they 
deserve and a national health plan should be drawn up. 
India does not possess sufficient number of qualified 
medical graduates sailing off to distant countries in 
order to make a living. There are vast areas where no 
qualified medical men are available and at the same 
time there is unemployment which is growing. I have 
heard it said that a peculiar fascination for city life 
attracts medical men to urban centres and that happens 
to be the cause of all unhappiness. It is not true. Lack 
of security and future prospects and the extreme poverty 
of the village population, makes young people shy of 
the countryside. I am sure that if their practice is sub- 
sidised by the State—many will be willing to establish 
themselves in the villages. Further, long overdue rural 
health centres must be opened. 

There should also be a special endeavour to end the 
rule of quackery in our land. All qualified medical prac- 
titioners will have to register themselves and antibiotics 
and sulfa drugs etc. should not be dispensed without a 
proper prescription. This is vitally necessary if scien- 
tific treatment is to find its rightful place in our country. 


The facilities for medical research must be widened. 
The scope of postgraduate education and research is 
insufficient to the extreme and in West Bengal it is 
even more so. Absence of proper equipment coupled 
with miserly remuneration is enough to cripple the re- 
search incentive of any aspiring young scientist. While 
medical education should be planned to produce the 
required number of qualified men needed for our coun- 
try to-day, every teaching institution, should also be a 
centre of ’ post-graduate teaching and research work. 

Finally, a few words about the Employees State In- 
surance Scheme which was at last introduced in August 
last in Calcutta and Howrah. Although the Indian Medi- 


403 


SUPPLEMENT 


dical Association welcomed its introduction, we all know 
that it has only a limited value. To be candid, we 
never harboured the illusion that the scheme is com- 
plete in itself, rather to us it appeared to be a supple- 
mentary medical service which together with the exist- 
ing ones and after suitable modifications in the course 
of its workings, will prove to be of great benefit to the 
labouring population. It will shortly be six months 
since its inception and some concrete assessment is now 
feasible 

The first reaction that will strike anybody interested 
in it, is the manner in which it is being used to des- 
troy the facilities existing from before. There is a 
move under way to dispense with the services of factory 
medical officers and to put all responsibilities on the 
shoulders of the panel doctors. This is a very dangerous 
indication : the rudiment of industrial hygiene and medi- 
cal health services which was incorporated in industrial 
concerns after years of effort, will thus be destroyed in 
the name of E.S.I. Scheme. Factory Medical Officers 
must be retained, rather their services should be extend- 


Dr, N. K. MunSHI, THe PRESIDENT OF THE 
CONFERENCE. 


ed and improved in order to protect the workers against 
industrial hazards and occupational diseases, for routine 
check-up and first aid measures. So far as the panel 
doctors are concerned, their problems are many, but 
the following must be immediately done if their ser- 
vices are really to be made effective : 

1. Simplication of paper work. 2. Increased list of 
costly drugs available for prescription. 3. Availability of 
more diagnostic facilities for general medical work. 
4. Proper co-ordination with specialists and hospitals. 

The specialists’ services and the diagnostic facilities 
are realiy deplorable. The face of an insured worker is 
no better and perhaps worse than an average patient of 
the outdoor. Firstly, the number of specialists are piti- 
fully meagre and then they are usually the same staff 
employed in the existing hospitals. Over and above the 
usual patients, a specialist on an average has to exa- 
mine no less than sixty workers per sitting. The over- 
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worked pathological and radiological departments have 
been asked to bear the brunt of the insured workers. 
The E.S.I. Authorities like the proverbial Brahmin’s 
milch cow, expects to get everything out of almost 
nothing. P 

The same picture is revealed in the case of hospitali- 
sation, Without increasing the total number of beds, a 
small number of them has been requisitioned under the 
scheme. It fails to satisfy the workers and on the other 
hand increases the difficulties of the general public. The 
emergency beds for injured workers also fail to guarantee 
proper care to the victims of industrial accidents. 

The working of the E.S.I. Scheme eloquently reveals 
that bureaucracy and ignorance are destined to destroy 
the very foundations of any scheme which, if utilised 
properly, would have accrued benefit. 


I must conclude—but before that I must mention 
about the difficulties of our colleagues in the Tea- 
Gardens. It will, no doubt, be a great dereliction of 
my duties if in the Tea Town of West Bengal, the 
grievances of the Medical Officers of the Gardens do 
not get expression. Although, I am personally not very 
much acquainted with the mysterious land of the ‘two 
leaves and a bud’ I am very much alive to the fact that 
the Medical Officers in the tea plantations suffer from 
certain inconveniences and the Indian Medical Associa- 
tion had to intervene on their behalf in the recent past. 
But I must emphatically assure that our friends, who 
remain cut off from the greater part of the outside 
world in course of their duties, will not be forgotten by 
us and their problems will continue to agitate us till 
they are remedied. 


In order to achieve any objective we must work 
through an organisation. The weight of an organisation 
depends on its numerical strength and its solidarity. So 
I appeal to every qualified man to join I.M.A. and say 
“give the association your wholehearted support and 
the I.M.A, will then be in a position to mould the pub- 
lic health programme of our country for all times to 
come.” 

The following resolutions were passed at the Con- 
ference : 


1. On Conversion of Buxa Dooars Camp to a Tuber- 
culosis Sanatorium—In view of the fact that the district 
of Jalpaiguri has got no Tuberculosis Hospital though 
the incidence of the disease is increasing, and in view 
of the fact that the former Buxa detention camp is 
serving no useful purpose to-day and which has enough 
accommodation for a Hospital including the quarters for 
medical cum anciiliary staff, it is resolved that the Gov- 
ernment of West Bengal be moved to convert the said 
Buxa Camp into a properly equipped Sanatorium for 
Tuberculosis patients as early as possible. 

2. On Hospitals and Health Centres—This Confer- 
ence deplores the refusal by the Government of West 
Bengal of the most legitimate proposal put forward by 
the Indian Medical Association to constitute a Public 
Enquiry Commission to go into the question of public 
grievances against hospital management. This Confer- 
ence is not inclined to believe that all is well in the 
sphere of hospital management both in the cities as 
well as in muftasil areas as stated by the Government in 
their communications and reiterates its demand that an 
Enquiry Commission with representations from the Press, 
the Public, Government and the Indian Medical Asso- 
ciation be immediately formed for the purpose. 


3. On Proper Scientific Medical aid to the Rural 
Population—This Conference while welcoming the decla- 
ration made by the State Government of the principle 
of increasing the remuneration of the Medical Officers 
serving in rural areas, is of the opinion that in order to 
provide proper scientific medical aid to the rural popu- 
lation immediate steps should be taken— 

(i) to properly —? and man the district, sub- 
divisional and Thana Hospitals including pro- 
vision for Specialists’ Service 
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(ii) to expedite the establishment of Thana and/or 
Rural Health Centres and Chest Clinics with 
priority to epidemic stricken and disease 
ridden areas irrespective of whether the local 
inhabitants are able to donate cash or land 
for the said purpose 1s 

(iii) to reorganise the Advisory Bodies or Visiting 
Committees as the case may be by including 
the representatives of local popular organi- 
sation and the local branches of the Indian 
Medical Association. 

(b) The Conference is of opinion that the existing 

system of supplying only ordinary stock mixtures and 
medicines from the out-patients’ departments deprives 
a large number of patients from receiving the benefit 
of modern scientific treatment. The Conference there- 
fore urges upon the State Government to arrange to 
supply essential drugs and medicaments, especially anti- 
biotics and other specific curative medicine to needy 
patients both in Government and non-Government hos- 
vitals. 
’ (c) The Conference regrets to find great discrepency 
in the facilities offered for the treatment of indoor 
patients of the hospitals of Calcutta and district and 
rural areas. The Conference considers this state of 
affairs unjustifiable and demands that a uniform method 
of supplying medicine and diet should be adopted to all 
inpatients in different hospitals in the State. 

4. On Medical Education and Advanced Studies in 
Medicine— 

(a) This Conference regrets to note that the authori- 
ties of the School of Tropical Medicine and the Govern- 
ment of West Bengal have given no consideration to the 
recommendations of the Indian Medical Association to 
re-open the D.T.M, Course which was so long open to 
all medical men with registrable qualifications. 

While reiterating the resolution passed in the All- 
India Medical Conference held at Hyderabad in 1953, 
and in subsequent Conference, this Conference urges 
upen the members of the Governing Body of the School 
ot Tropical Medicine to reconsider the importance of the 
problem and to re-open the course without further delay. 

The Conference further requests the Chief Minister 
and the Minister of Health to intervene in the matter 
for a speedy solution of the problem on the light of the 
recommendations of the Indian Medical Association. 

(bo) In view of the fact that all the four Medical 
Colleges in West Bengal are located in Calcutta and caus- 
ing undue pressure on these colleges and hospitals and 
thereby involving increased cost of medical education 
and consequent deprivation and hardship to a consider- 
able number of students, the Conference urges upon 
the Government of West Bengal to take immediate steps 
to establish medical colleges in places where there had 
been medical schools in the past with a planned pro- 
gramme of decentralisation of medical education and 
consequent effective medical relief to the rural areas. 

This Conference is of opinion that in view of the 
special geographical situation of North Bengal with dif- 
ficulty in communications, preference should be given 
to Jalpaiguri in the execution of the aforesaid principle. 

Further, this Conference respectfully requests the 
Chancellor of the Calcutta University to accord imme- 
diate approval to the decision of the Senate taken in 
January, 1954 in sanctioning the opening of a Medical 
College at Bankura. 

5. On advanced studies for the Medical Licentiates— 
__In view of the fact that it is not possible for a con- 
siderable number of medical licentiates to undergo con- 
densed M.B.B.S, course for obvious reasons and who have 
no other facilities for specialised or advanced studies 
in different branches of medicine, this Conference re- 
solved that a special committee be set up by the State 
Government in collaboration with the University of 
Calcutta and the Indian Medical Association to devise 
ways and means to find out avenues for affording faci- 
lities for advanced studies for these members of the 
profession. 
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6. On Post-graduate Medical Education—This Con- 
ference urges upon the University of Calcutta to estab- 
lish a University College of medicine for imparting Post- 
Graduate Course to institute Post-Graduate studies in 
Medicine. 

This Conference while welcoming the proposal of the 
State Government to initiate Post-Graduate studies in 
some branches of medicine at Karnani Memorial Hospi- 
tal, is of opinion that Post-Graduate department of 
Medicine should be under the direct control of the Uni- 
versity of Calcutta as in other branches of Art and 
Sciences, and requests the State Government to take 
steps as would enable the University to take over the 
institution. 

This Conference is emphatically of opinion that such 
step as above is long overdue and adequate funds should 
at the same time be made available both by the Central 
and Provincial Government for the establishment of a 
University College of Medicine. With a view to establish 
such College of Medicine of the highest international 
standard, this Conference urges uuon the State Govern- 
ment and the University to constitute a high power 
Committee and consult the Indian Medical Association 
and other organisations interested in such a project. 


7. On Employees’ State Insurance (Medical Benefit) 
Scheme— 

(a) This Conference fully endorses the views express- 
ed by the Central Working Committee of the Indian 
Medical Association that with the industrialisation of the 
country, the services proposed to be rendered to the 
industrial workers under the Employees’ State Insur- 
ance fall far short of the Health needs of the workers, 
in as much as the Scheme does not include such aspects 
of health measures, as the preventive work, re-employ- 
ment examination, periodical health examination, giving 
immediate medical relief in accident cases inside the 
Factories, rehabilitation of the disabled etc. 

The Conference therefore feels that the Factory Act 
should be amended in such a way as to make it obli- 
gatory for the Industrial establishments to appoint full 
time or part-time medical officers as the circumstances 
demand, with appropriate equipment, as supplementary 
to the Employees’ State Insurance Scheme. 


The Conference is of further opinion that till the 
Factory Act is amended as suggested, the status quo 
arrangements of Factory Medica) Service be maintained, 
so as to ensure facilities for such health services to 
workers as are not provided under the Employees’ State 
Insurance Scheme, 

(6) The Conference requests the Government of West 
Bengal to make necessary arrangements for speedy ex- 
tension of the Employees’ State Insurance Scheme to 
other industrial areas and also to cover the families of 
the insured workers under the scheme. 

(c) In view of the fact that the present provisions of 
the Employees’ State Insurance Scheme is applicable 
only to those who are under service and the facilities 
are withdrawn as soon as the insured person loses his 
or her job, the Conference urges upon the State Gov- 
ernment of West Bengal to formulate and give effect to 
a comprehensive health scheme for the unemployment 
such affected under the scheme as early as possible. 

(d) This Conference places on record, with deep re- 
gret, the decision of the Employees’ State Insurance 
Corporation and other authorities concerned to withhold 
the prorata payment to the Panel Insurance Practitioners 
under the Employees’ State Insurance Scheme in lieu 
of the capitation fees on quarterly basis of those insur- 
ed workers who have not registered themselves with any 
Panel Insurance Practitioners as per proposal accepted 
in the Conference between the representatives of the 
Government of India, Employees’ State Insurance Cor- 

ration and the Indian Medical Association held at 

elhi on 3rd February, 1954. 

In view of the fact that Panel Insurance Practitioners 
accepted the low annual capitation fees only in anticipa- 
tion of the success of the new schemes and of the pro- 
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posal stated above, the Conference further requests the 
Employees’ State Insurance Corporation and the autho- 
rities concerned to reconsider the question and to take an 
early decision to offer the deserved prorata payincent 
benefit to the Panel Insurance Practitioners. 

8. On Water Supply—This Conference notes with 
concern that, whereas, considered at the average rate 
of one for every 200 persons, at least 98,230 tubewells 
are required to provide adequate safewater to about 
1 crore 96 lacs of rural population of West Bengal, the 
actual progress made during the last five years was on 
an average 668 new tubewells per year. While under 
the existing rate it will require about 106 years to reach 
the target figure, the provision of rupees three crotes 
for Rural Water Supply under the Second Five Year 
Plan is not expected to improve the situation to any 
appreciable extent. In this connection it should be noted 
that inspite of all that has been said and done the 
average deaths from preventable water borne diseases 
during the last four years were about 27,900 per year. 

Under such circumstances the Conference urges upon 
the State Government to provide for adequate funds in 
the Second Five Year Plan, even by necessary readjust- 
ment of the budget, so that the required number of 
tubewells and other methods of supplying safe water 
where necessary, may be reached by the end of 1961. 
The Conference further urges upon the State and the 
Central Governments to grant the sum of Rs. 15 crores 
sought by Calcutta Corporation for the augmentation of 
filtered water in the city through introduction of single 
system of supply so as to put a stop to yearly out- 
breaks of epidemics of water borne diseases. 

9. On Deteriorating Public Health conditions and 
Economic Crisis and Unemployment amongst Doctors— 
This Conference expresses its grave concern at the 
failure of the Government to put a stop to the increase 
in the incidence of various diseases and mortality there- 
of for lack of proper medical care, while a large num- 
ber a qualified medical men are kept idle and unem- 
loyed. 

. This Conference demands that suitable steps be taken 
immediately by the Government for :— 


(1) Increasing the number of Rural Health Centres 
with proper equipments and personnel ; 

(2) Arranging subsidised medical practice in rural 
areas till one Rural Health Centre is established 
in each union; 

(3) Immediate opening of free medical relief units 

on a permanent basis in those areas which are 

frequently affected with flood and famine. 

Increasing the number of doctors and ancilliary 

personnel in the existing hospitals and health 

centres for keeping pace with the increasing 
pressure on their services and for the best atten- 
tion to the patients giving preference in the re- 
cruitment to suitable qualified local medical men; 

(5) Properly equipping the munffasil hospitals; 

(6) Introducing effective public health measures in 
affected areas within a declared scheduled period 
with a view to eradicate repeated outbreaks of 
preventible diseases. 


(10) On Quackery—This Conference is of considered 
opinion that Quackery in medical practice is highly de- 
trimental to the interest of public health and heath 
growth of medical sciences. Practice of modern scienti- 
fic medicine as it stands to-day, is not only extremely 
delicate but depends largely upon the knowledge of 
basic sciences. 


In view of the fact that quackery exists and flourishes 
mainly due to lack of suitable provisions for scientific 
medical aid within easy reach of the common man and 
as a result of which people are forced to depend on 
whatever medical assistance is available, this Confer- 
ence urges upon the Government of West Bengal— 


_ (1) to adopt suitable legislation for banning the prac- 
tice of Scientific medicine as a profession by unqualified 
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and unregistered persons, at the first instance, in those 
areas where sufficient number of registered medical men 
are available according to an accepted standard of pro- 
portion to the population requiring medical aid— 

(2) to make practical arrangements for rigorous im- 
plementation of the Drug rules, if necessary, by aa 
amendment of the same, so that drugs may not be 
available to any body without prescription of registered 
medical practitioners 

(3) to expedite the establishment of Rural Health 
Centres and immediate introduction of subsidised medi- 
cal practice particularly in those rural areas where suffi- 
cient number of qualified medical men are not available. 


The Conference likes to impress upon all concerned, 
including the press and the public, that medical pro- 
fession is opposed to quackery with the sincere object 
of making proper scientific medical aid available to the 
people, irrespective of individual financial ability to pro- 
cure the same and also with a view to raising the 
standard of Medical Science. Along with the imple- 
mentation of the aforesaid demands, the Conference is 
of opinion that attempts should be made to utilise these 
unqualified persons at present engaged in medical prac- 
tice, after a course of training, as Auxiliary Health Per- 
sonnel whereby the problem of lack of trained per- 
sonnel can be solved to a great extent. 


11. On the Increasing Menace of Tuberculosis—This 
Conference views with grave concern the rapid increases 
in the incidence of tuberculosis due to various factors, 
e.g. mass scale malnourishment, unhygienic housing, 
living and working conditions, and unemployment. This 
Conference regrets to note that the existing arrange- 
ments for controlling the diseases are not only insuffi- 
cient but there is no planned utilisation even of the 
existing resources. Since mere admission of failure to 
tackle the problem and repetition of these insufficiencies 
do neither help tackling this menacing situation nor can 
console the people for an indefinite period, this Confer- 
ence urges upon the Government to take the following 
immediate practical steps for the effective control of 
tuberculosis :— 


(1) Improving the nutritional standard of the people 
and arranging for milk supply, free or at subsidised 
rate for the needy children and nursing mothers. Pro- 
viding adequate nourishment and care for children in 
the infected homes and providing regular health exami- 
nations of and free mid-day tiffin to the school children 

(2) Improving cheap isolation centre in over-crowded 
and badly affected industrial areas, especially for open 
cases whose home conditions are favourable for the spread 
of the diseases. 

(3) Opening sufficient number of chest clinics in both 
urban and rural areas with provision for home visits 
and domiciliary service particularly in industrial and 
other areas where incidence of Tuberculosis is rampant 
and making provision for free supply of Anti-tubercu- 
losis Drugs to indigent patients. 

(4) Enacting suitable laws providing benefits of 
leave with full pay to all affected employees during 
their treatment period and until they are able to rejoin 
their work. 

(5) Carrying out vigorous anti-tuberculosis campaign 
to educate the people. 

(6) Arranging for rehabilitation of the cured and 
‘arrested’ cases. 

(7) Carrying out mass B.C.G. vaccination scheme 
more thoroughly, scientifically and energetically. 
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12. On Association of the Members of the Indian 
Medical Association in Teaching Institutions of Homoeo- 
pathy or Indigenous System of Medicine—This Confer- 
ence draws the attention of the medical profession and 
the Government of West Bengal to the resolution of 
the Central Working Committee held at Trivandrum in 
October, 1955 in which it was stated that— 

“The Working Committee is of the opinion that the 
association with the members of the Indian Medical 
Association either, in the teaching of preclinical and 
clinical subjects in institutions of Homoeopathy or indi- 
genous system of medicine and modern medical systems 
inferior to the standard accepted by the Indian Medical 
Association, or in the practice of the profession with 
practitioners who are not eligible to become members 
of the Indian Medical Association is detrimental to the 
maintenance of the minimum standards of medical edu- 
cation and relief in the country. As such it is desirable 
that the members should desist from such activities. All 
branches of the Indian Medical Associatiou are requested 
to discuss this resolution and create favourable opinion’’, 
and request the Indian Medical Association of this State 
and the Government of West Bengal to give effect to 
the aforesaid reccmmendations. 


13. On Opening Training Centre for Ancillary Hos- 
pital Personnel at Jalpaiguri—In view of acute dirth of 
properly trained anciliary Health personnel such as 
nurses, creche-workers and midwives especially in North 
Bengal area whose services are urgently required, parti- 
cularly for implementing the provisions of health ser- 
vices under the plantation labour Act and also for the 
development programme under the Second Five Year 
Plan, this Conference urges upon the Government of 
West Bengal to take immediate steps to open a Training 
Centre at the Jalpaiguri Hospital for the aforesaid pur- 
pose. 

In this connection, this Conference notes with satis- 
faction the attitude of co-operation expressed by the 
Indian Tea Planters’ Association to fulfill the said ob- 
jectives. 

14. On Utilisation of Nuclear Energy for Peaceful 
Purposes—This Conference unequivocally supports the 
efforts of the Government of India for the abolition of 
the use of Nuclear weapons in War and welcomes the 
idea of utilisation of the infinitely powerful and almost 
inexhaustible source of energy exclusively to raise the 
standard of living conditions and improvement of the 
health of the people. 

15. On Merger of West Bengal and Bihar—This Con- 
ference notes with deep concern the recent proposal for 
merger of West Bengal and Bihar into a single State. 
Considering the genesis of the event which culminated 
in the idea of merger and the subsequent parochial atti- 
tude of many responsible people of both the States, as 
revealed in their various pronouncements on the issue 
even at this stage, this Conference is of considered 
opinion that this proposal for the merger of the two 
States is inopportune and cannot be at this stage of any 
benefit to the people of the two States, whereas it has 
in it the basis of enhancement of discord and strife be- 
tween the two States even on many minor matters, 
thereby endangering the future possibilities of estab- 
lishing the unity of India on a more stable and effective 
socio-economic basis at a higher level of human thought 
process. 

This Conference requests the sponsors of the proposal 
to withdraw the same for the sake of establishment of 
better relation between the States and the Unity of India. 


XXXIII ALL-INDIA MEDICAL CONFERENCE, 1956 


The 33rd All-India Medical Conference will be held in 


December 1956 in Trivandrum. A 


Reception Committee with Dr. C. O. Karunakaran as Chairman and Dr. B. M. Ambady as General 
Secretary has been formed. The Committee has already started to function. 
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OPISERPIL provides in therapeutic dose the total 
alkaloids of Rauwolfia serpentina in injectable form and 
to combination with Phenobarbitone, Vitamin Bl and 


Nicotinic acid in Tablet form. 
The total alkaloidal extract has been found to be 
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sedative action. 
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properties. 
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COMPOSITION 
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. TOPICAL OINTMENT containing 3% TERRAMYCINt 
topical and 1% CORTRIL* 
OPHTHALMIC SUSPENSION containing 
5 mg. TERRAMYCIN and 15 mg. CORTRIL per cc. 


Combined anti-infective, anti-inflammatory therapy for skin and eye 
disorders of infectious origin or those complicated or threatened by 
secondary microbial invasion; unites the established antibiotic range 
and the therapeutic and prophylactic predictability of TERRAMYCIN- 
with the outstanding topical activity of CORTRIL. 


* Trademork of Chas. Pfizer & Co., Inc. 
t Trademark of Chas. Pfizer & Co., Inc. World's Largest Producer f Antibiotics ; 
for its brand of oxytetracycline. VITAMIN-MINERAL FORMULATIONS HORMONES 


Exclusive Distributors in India: 
PFIZER EASTERN CORPORATION RAVISON PHARMACEUTICALS LTD. 
NEW YORK - PANAMA - BRUSSELS P. O. Box No. 1636, BOMBAY 1. Grams: “RAVIPHARM™ 


